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Filing at a Glance

Company: Principal Life Insurance Company

Product Name: 2010 Medical Generation - GC

5000

SERFF Tr Num: PRLF-126229465 State: Arkansas

TOI: H16G Group Health - Major Medical SERFF Status: Closed-Approved-

Closed

State Tr Num: 43576

Sub-TOI: H16G.001C Any Size Group - Other Co Tr Num: State Status: Approved-Closed

Filing Type: Form Reviewer(s): Rosalind Minor

Authors: Donna Burns, Mark Curtis,

Jean Helm, Dorthy Mcgrean,

Brenda Mcleran

Disposition Date: 09/28/2009

Date Submitted: 09/23/2009 Disposition Status: Approved-

Closed

Implementation Date Requested: On Approval Implementation Date: 

State Filing Description:

General Information

Project Name: 2010 Medical Filing Status of Filing in Domicile: Authorized

Project Number: Date Approved in Domicile: 07/21/2009

Requested Filing Mode: Review & Approval Domicile Status Comments: 

Explanation for Combination/Other: Market Type: Group

Submission Type: New Submission Group Market Size: Small and Large

Overall Rate Impact: Group Market Type: Employer, Association

Filing Status Changed: 09/28/2009 Explanation for Other Group Market Type: 

State Status Changed: 09/28/2009

Deemer Date: Created By: Jean Helm

Submitted By: Dorthy Mcgrean Corresponding Filing Tracking Number: 

Filing Description:

Principal Life Insurance Company

NAIC No.  61271-332; FEIN # 42-0127290

 

Group Accident and Health Forms

Group Medical Expense Forms

-  Policy Form Series GC 5000-2, et al – Policy Insert Pages
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-  Booklet-Certificate Form Series GH 100 A-1, et al – Booklet-Certificate Insert Pages

-  Application Forms – GC 45697 (Employer Application) and GP 47645-2 (Risk Appraisal Form)

 

The above referenced forms are enclosed for your review and approval.  The revised forms are for use with our Group

Medical Expense Insurance Policy series, GC 5000, et al and the corresponding booklet-certificate series GH 100 A, et

al which were originally filed and approved by your department on November 24, 1997 with subsequent revisions also

filed and approved. This file has been filed and approved in our domicile state of Iowa on July 21, 2009.

 

We have included two addendums.  Addendum A is for the Policy forms and includes an extensive list of the changes

we have made to each form. Addendum B is for use with the Application forms we are filing.  Listed below is a summary

of our changes.  Please refer to Addendum A for a complete list of items including what is listed below:

 

-    Added brackets to allow flexibility in plan options (i.e., bracketed Out of Pocket text, bracketed current Copay &

Deductible text for flexibility in how these are applied or excluded, etc.

-    Updated for Mental Health Parity Benefits

-    Added options for benefits paid under Wellness Services (Adult Wellness; Well Child Visits, Colonoscopies, Routine

Physical Exams)

-    Revised text to allow flexibility to refer to Network Providers instead of PPO Providers. 

-    Created a new section to provide for outpatient Advanced Imaging Services such as MRIs, CATs, PETs and

SPECTs

-    Added optional pre-authorization requirements applicable to both Network /PPO providers and Non-Network/PPO

Providers

-    Added benefit options for Self Administered and Provider Administrated Specialty Prescription Drugs

 

Also enclosed are revised Application Forms:

 

-    GC 45697-7  – Employer Application for Group Medical Insurance

-    GC 47645-2 – Risk Appraisal Questionnaire

 

To assist in your review of this filing, we are attaching the following:

 

-    An Addendum A which provides a detailed description of the changes made on each policy form;

-    An Addendum B which explains changes made to the Application forms included with this filing;

-    A Statement of Variability for the variables used and ranges where applicable;

-    A Form Listing which indicates the new form number, along with the policy form number it replaces.  As we have

indicated in our previous filings, the forms which include (R) as part of their form number, indicate forms that were

approved by your department on September 27, 2005.  These forms were never implemented so we have revised the

previous version of those forms.



PDF Pipeline for SERFF Tracking Number PRLF-126229465 Generated 09/28/2009 02:18 PM

SERFF Tracking Number: PRLF-126229465 State: Arkansas

Filing Company: Principal Life Insurance Company State Tracking Number: 43576

Company Tracking Number: 

TOI: H16G Group Health - Major Medical Sub-TOI: H16G.001C Any Size Group - Other

Product Name: 2010 Medical Generation - GC 5000

Project Name/Number: 2010 Medical Filing/

 

Our changes have been italicized and are shown in red.

 

All required certification forms are also enclosed. We are also sending the filing fee of $50 via EFT.

 

There are no rate changes with this filing.  Current rates on file apply.

 

Please feel free to call me if you have any questions on the attached materials.

Company and Contact

Filing Contact Information

Dorthy McGrean, State/Federal Compliance

Analyst

mcgrean.dorthy@principal.com

711 High St. 800-986-3343 [Phone]  82835 [Ext]

K-005-E81 515-246-2491 [FAX]

Des Moines, IA 50392-0002

Filing Company Information

Principal Life Insurance Company CoCode: 61271 State of Domicile: Iowa

711 High Street Group Code: 332 Company Type: Life & Health

Des Moines, IA  50392-0002 Group Name: State ID Number: 

(800) 986-3343 ext. [Phone] FEIN Number: 42-0127290

---------

Filing Fees

Fee Required? Yes

Fee Amount: $50.00

Retaliatory? No

Fee Explanation: Per Arkansas Fee Schedule:  Filing or review of policy/contract, endorsements or certificates,

riders, applications, or annuity forms, $50 per submission (not per form)

Per Company: No

COMPANY AMOUNT DATE PROCESSED TRANSACTION #

Principal Life Insurance Company $50.00 09/23/2009 30769380
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Correspondence Summary

Dispositions

Status Created By Created On Date Submitted

Approved-

Closed

Rosalind Minor 09/28/2009 09/28/2009
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Disposition

Disposition Date: 09/28/2009

Implementation Date: 

Status: Approved-Closed

Comment: 

Rate data does NOT apply to filing.
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Schedule Schedule Item Schedule Item Status Public Access

Supporting Document Flesch Certification Approved-Closed Yes

Supporting Document Application Approved-Closed Yes

Supporting Document Miscellaneous Documentation Approved-Closed Yes

Form Title Page Approved-Closed Yes

Form Table of Contents Approved-Closed Yes

Form PART I - Defintions Approved-Closed Yes

Form PART II – POLICY ADMINISTRATION –

Section A – Contracts
Approved-Closed Yes

Form PART II – POLICY ADMINISTRATION –

Section A – Contracts (Small Employers)
Approved-Closed Yes

Form PART II – POLICY ADMINISTRATION

–Section B – Premium
Approved-Closed Yes

Form PART II – POLICY ADMINISTRATION-

Section C – Policy Termination
Approved-Closed Yes

Form PART II – POLICY ADMINISTRATION-

Section C – Policy Termination (Small

Employers)

Approved-Closed Yes

Form PART III – INDIVIDUAL

REQUIREMENTS AND RIGHTS –

Section B – Effective Dates

Approved-Closed Yes

Form PART III – INDIVIDUAL

REQUIREMENTS AND RIGHTS -

Section D – Continuation

Approved-Closed Yes

Form PART IV – BENEFITS – Section A –

Medical Expense Insurance (General

Provisions)

Approved-Closed Yes

Form PART IV – BENEFITS – Section A (1)

Comprehensive Medical Expense

Insurance [(PPO)]

Approved-Closed Yes

Form PART IV – BENEFITS – Section A (2) –

Comprehensive Medical Expense

Insurance [(PPO)] – [Copay] [and]

Deductible Amount and Out-of-Pocket

and Coinsurance 

Approved-Closed Yes

Form PART IV – BENEFITS – Section A (3) –

Comprehensive Medical Expense

Insurance [(PPO)] – Covered Charges

Approved-Closed Yes
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Form PART IV – BENEFITS – Section A (4) –

Comprehensive Medical Expense

Insurance [(PPO)] – Mental Health,

Behavioral, Alcohol or Drug Abuse

Treatment Services

Approved-Closed Yes

Form PART IV – BENEFITS – Section A (5) –

Comprehensive Medical Expense

Insurance [(PPO)], - Transplant Services

Approved-Closed Yes

Form PART IV – BENEFITS – Section A (6) –

Comprehensive Medical Expense

Insurance [(PPO)] – Medical Emergency 

Approved-Closed Yes

Form PART IV – BENEFITS – Section A (7) –

Comprehensive Medical Expense

Insurance [(PPO)] – Wellness Services

Approved-Closed Yes

Form PART IV – BENEFITS – Section A (8) –

Comprehensive Medical Expense

Insurance [(PPO)] – Rehabilitative

Services 

Approved-Closed Yes

Form PART IV – BENEFITS – Section A (9) –

Comprehensive Medical Expense

Insurance [(PPO)] – Outpatient X-Ray

Services; Outpatient Laboratory Services

Approved-Closed Yes

Form PART IV – BENEFITS – Section A (9A) –

Comprehensive Medical Expense

Insurance  [(PPO)] – Advanced Imaging

Services

Approved-Closed Yes

Form PART IV – BENEFITS – Section A (10) –

Comprehensive Medical Expense

Insurance [(PPO)] – Emergency Room

Services

Approved-Closed Yes

Form PART IV – BENEFITS – Section A (11) –

Comprehensive Medical Expense

Insurance [(PPO)] – Home Health Care

and Home Infusion Therapy Services

Approved-Closed Yes

Form PART IV – BENEFITS – Section A (12) –

Comprehensive Medical Expense

Insurance [(PPO)] – Durable Medical

Equipment

Approved-Closed Yes
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Form PART IV – BENEFITS – Section A (13) –

Comprehensive Medical Expense

Insurance [(PPO)] – Prosthetics 

Approved-Closed Yes

Form PART IV – BENEFITS – Section A (14) –

Comprehensive Medical Expense

Insurance [(PPO)] – Hospice Care

Approved-Closed Yes

Form PART IV – BENEFITS – Section A (15) –

Comprehensive Medical Expense

Insurance [(PPO)] – Skilled Nursing

Facility Charges

Approved-Closed Yes

Form PART IV – BENEFITS – Section A (16) –

Comprehensive Medical Expense

Insurance [(PPO)] – Complementary

Medicine

Approved-Closed Yes

Form PART IV – BENEFITS – Section A (17) –

Comprehensive Medical Expense

Insurance [(PPO)] – Extended Benefits

Approved-Closed Yes

Form PART IV – BENEFITS – Section A (18) –

Comprehensive Medical Expense

Insurance [(PPO)] – Limitations

Approved-Closed Yes

Form PART IV – BENEFITS – Section A (1)

Comprehensive Medical Expense

Insurance [(PPO)]

Approved-Closed Yes

Form PART IV – BENEFITS – Section A (2) –

Comprehensive Medical Expense

Insurance [(PPO)] –Deductible Amount

and Out-of-Pocket  

Approved-Closed Yes

Form PART IV – BENEFITS – Section A (3) –

Comprehensive Medical Expense

Insurance [(PPO)] – Covered Charges

Approved-Closed Yes

Form PART IV – BENEFITS – Section A (4) –

Comprehensive Medical Expense

Insurance [(PPO)] – Mental Health,

Behavioral, Alcohol or Drug Abuse

Treatment Services

Approved-Closed Yes

Form PART IV – BENEFITS – Section A (5) –

Comprehensive Medical Expense

Insurance [(PPO)], - Transplant Services

Approved-Closed Yes
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Form PART IV – BENEFITS – Section A (6) –

Comprehensive Medical Expense

Insurance [(PPO)] – Medical Emergency 

Approved-Closed Yes

Form PART IV – BENEFITS – Section A (7) –

Comprehensive Medical Expense

Insurance[(PPO)] – Wellness Services

Approved-Closed Yes

Form PART IV – BENEFITS – Section A (8) –

Comprehensive Medical Expense

Insurance [(PPO)] – Rehabilitative

Services 

Approved-Closed Yes

Form PART IV – BENEFITS – Section A (9) –

Comprehensive Medical Expense

Insurance [(PPO)] – Outpatient X-Ray

Services; Outpatient Laboratory Services

Approved-Closed Yes

Form PART IV – BENEFITS – Section A (9A) –

Comprehensive Medical Expense

Insurance [(PPO)] – Advanced Imaging

Services

Approved-Closed Yes

Form PART IV – BENEFITS – Section A (10) –

Comprehensive Medical Expense

Insurance [(PPO)] – Emergency Room

Services

Approved-Closed Yes

Form PART IV – BENEFITS – Section A (11) –

Comprehensive Medical Expense

Insurance [(PPO)] – Home Health Care

and Home Infusion Therapy Services

Approved-Closed Yes

Form PART IV – BENEFITS – Section A (12) –

Comprehensive Medical Expense

Insurance [(PPO)] – Durable Medical

Equipment

Approved-Closed Yes

Form PART IV – BENEFITS – Section A (13) –

Comprehensive Medical Expense

Insurance [(PPO)] – Prosthetics 

Approved-Closed Yes

Form PART IV – BENEFITS – Section A (14) –

Comprehensive Medical Expense

Insurance [(PPO)] – Hospice Care

Approved-Closed Yes

Form PART IV – BENEFITS – Section A (15) –

Comprehensive Medical Expense
Approved-Closed Yes
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Insurance [(PPO)] – Skilled Nursing

Facility Charges

Form PART IV – BENEFITS – Section A (16) –

Comprehensive Medical Expense

Insurance [(PPO)] – Complementary

Medicine 

Approved-Closed Yes

Form PART IV – BENEFITS -  Section A (17) –

Comprehensive Medical Expense

Insurance [(PPO)] – Extended Benefits

Approved-Closed Yes

Form PART IV – BENEFITS – Section A (18) –

Comprehensive Medical Expense

Insurance [(PPO)] – Limitations

Approved-Closed Yes

Form PART IV – BENEFITS – Section B (1) –

Comprehensive Medical Expense

Insurance (Indemnity)

Approved-Closed Yes

Form PART IV – BENEFITS – Section B (2) –

Comprehensive Medical Expense

Insurance – Deductible [and Copay]

Amounts

Approved-Closed Yes

Form PART IV – BENEFITS – Section B (3) –

Comprehensive Medical Expense

Insurance – Covered Charges

Approved-Closed Yes

Form PART IV – BENEFITS – Section B (4) –

Comprehensive Medical Expense

Insurance – Mental Health, Behavioral,

Alcohol or Drug Abuse Treatment

Services

Approved-Closed Yes

Form PART IV – BENEFITS – Section B (5) –

Comprehensive Medical Expense

Insurance – Transplant Services

Approved-Closed Yes

Form PART IV – BENEFITS – Section B (7) –

Comprehensive Medical Expense

Insurance – Wellness Services

Approved-Closed Yes

Form PART IV – BENEFITS – Section B (8) –

Comprehensive Medical Expense

Insurance – Rehabilitative Services

Approved-Closed Yes

Form PART IV – BENEFITS – Section B (9) –

Comprehensive Medical Expense
Approved-Closed Yes
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Insurance – Outpatient Laboratory

Services

Form PART IV – BENEFITS – Section B (9A) –

Comprehensive Medical Expense

Insurance – Advanced Imaging Services

Approved-Closed Yes

Form PART IV – BENEFITS – Section B (10) –

Comprehensive Medical Expense

Insurance – Emergency Room Services

Approved-Closed Yes

Form PART IV – BENEFITS – Section B (11) –

Comprehensive Medical Expense

Insurance – Home Health Care and

Home Infusion Therapy Services

Approved-Closed Yes

Form PART IV – BENEFITS – Section B (13) –

Comprehensive Medical Expense

Insurance – Prosthetics

Approved-Closed Yes

Form PART IV – BENEFITS – Section B (15) –

Comprehensive Medical Expense

Insurance – Skilled Nursing Facility

Confinement

Approved-Closed Yes

Form PART IV – BENEFITS – Section B (18) –

Comprehensive Medical Expense

Insurance – Limitations

Approved-Closed Yes

Form PART IV – BENEFITS – Section B1 (1) –

Utilization Management Program
Approved-Closed Yes

Form PART IV – BENEFITS – Section B1 (1A)

– Utilization Management Program
Approved-Closed Yes

Form PART IV – BENEFITS – Section B1 (2) –

Prescription Drugs Expense Insurance
Approved-Closed Yes

Form PART IV – BENEFITS – Section B1 (3) –

Mail Service Prescription Drugs
Approved-Closed Yes

Form PART IV – BENEFITS – Section C –

Claim Procedures
Approved-Closed Yes

Form PART IV – BENEFITS – Section F –

Coordination with Other Benefits
Approved-Closed Yes

Form PART V – Participating Units Provision Approved-Closed Yes

Form PART V – Participating Unit Provisions

(Small Employer)
Approved-Closed Yes

Form Title Page Approved-Closed Yes
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Form Table of Contents Approved-Closed Yes

Form Summary of Benefits (Indemnity) Approved-Closed Yes

Form Summary of Benefits (PPO) Approved-Closed Yes

Form Summary of Benefits (PPO) (HDHP) Approved-Closed Yes

Form How to be Insured – Members Approved-Closed Yes

Form Uniformed Services Employment and

Reemployment Rights Act of 1994

(USERRA)

Approved-Closed Yes

Form COBRA Continuation Dependent

Continuation – Students on Medical

Leave of Absence

Approved-Closed Yes

Form Description of Benefits – Payment

Provisions
Approved-Closed Yes

Form Description of Benefits – Covered

Charges – PPO
Approved-Closed Yes

Form Description of Benefits – Mental Health,

Behavioral, Alcohol or Drug Abuse

Treatment Services

Approved-Closed Yes

Form Description of Benefits – Transplant

Services
Approved-Closed Yes

Form Description of Benefits – Medical

Emergency
Approved-Closed Yes

Form Description of Benefits – Wellness

Services
Approved-Closed Yes

Form Description of Benefits – Rehabilitative

Services
Approved-Closed Yes

Form Description of Benefits – Outpatient X-

Ray and Laboratory Services
Approved-Closed Yes

Form Description of Benefits – Advanced

Imaging Services
Approved-Closed Yes

Form Description of Benefits – Emergency

Room Services
Approved-Closed Yes

Form Description of Benefits – Home Health

Care and Home Infusion Therapy
Approved-Closed Yes

Form Description of Benefits – Prosthetics Approved-Closed Yes

Form Description of Benefits – Skilled Nursing

Facility
Approved-Closed Yes

Form Description of Benefits – Limitations Approved-Closed Yes
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Form Description of Benefits – Covered

Charges – PPO
Approved-Closed Yes

Form Description of Benefits – Mental Health,

Behavioral, Alcohol or Drug Abuse

Treatment Services

Approved-Closed Yes

Form Description of Benefits – Transplant

Services
Approved-Closed Yes

Form Description of Benefits – Medical

Emergency
Approved-Closed Yes

Form Description of Benefits – Wellness

Services
Approved-Closed Yes

Form Description of Benefits – Rehabilitative

Services
Approved-Closed Yes

Form Description of Benefits – Outpatient X-

Ray and Laboratory Services
Approved-Closed Yes

Form Description of Benefits – Advanced

Imaging Services
Approved-Closed Yes

Form Description of Benefits – Emergency

Room Services
Approved-Closed Yes

Form Description of Benefits – Home Health

Care and Home Infusion Therapy
Approved-Closed Yes

Form Description of Benefits – Prosthetics Approved-Closed Yes

Form Description of Benefits – Skilled Nursing

Facility
Approved-Closed Yes

Form Description of Benefits – Limitations Approved-Closed Yes

Form Description of Benefits – Covered

Charges
Approved-Closed Yes

Form Description of Benefits – Mental Health,

Behavioral, Alcohol or Drug Abuse

Treatment Services

Approved-Closed Yes

Form Description of Benefits – Transplant

Services
Approved-Closed Yes

Form Description of Benefits – Wellness

Services
Approved-Closed Yes

Form Description of Benefits – Rehabilitative

Services
Approved-Closed Yes

Form Description of Benefits – Outpatient

Laboratory Services
Approved-Closed Yes
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Form Description of Benefits – Advanced

Imaging Services
Approved-Closed Yes

Form Description of Benefits – Emergency

Room Services
Approved-Closed Yes

Form Description of Benefits – Home Health

Care and Home Infusion Therapy
Approved-Closed Yes

Form Description of Benefits – Prosthetics Approved-Closed Yes

Form Description of Benefits – Skilled Nursing

Facility 
Approved-Closed Yes

Form Description of Benefits – Limitations Approved-Closed Yes

Form Utilization Management Program Approved-Closed Yes

Form Description of Benefits – Prescription

Drugs
Approved-Closed Yes

Form Description of Benefits – Mail Service

Drugs
Approved-Closed Yes

Form Claims Procedures Approved-Closed Yes

Form Coordination with Other Benefits Approved-Closed Yes

Form Definitions Approved-Closed Yes

Form Employer Application for Group InsuranceApproved-Closed Yes

Form Risk Appraisal Questionnaire Approved-Closed Yes
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Form Schedule

Lead Form Number: 

Schedule

Item

Status

Form

Number

Form Type Form Name Action Action Specific

Data

Readability Attachment

Approved-

Closed

09/28/2009

GC 5000-2 Policy/Cont

ract/Fratern

al

Certificate:

Amendmen

t,  Insert

Page,

Endorseme

nt or Rider

Title Page Initial 0.000 GC 5000-

2.pdf

Approved-

Closed

09/28/2009

GC 5001-4 Policy/Cont

ract/Fratern

al

Certificate:

Amendmen

t,  Insert

Page,

Endorseme

nt or Rider

Table of Contents Initial 0.000 GC 5001-

4.pdf

Approved-

Closed

09/28/2009

GC 5002-5 Policy/Cont

ract/Fratern

al

Certificate:

Amendmen

t,  Insert

Page,

Endorseme

nt or Rider

PART I - Defintions Initial 0.000 GC 5002-

5.pdf

Approved-

Closed

09/28/2009

GC 5003-4 Policy/Cont

ract/Fratern

al

Certificate:

PART II – POLICY

ADMINISTRATION –

Section A –

Contracts

Initial 0.000 GC 5003-

4.pdf
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Amendmen

t,  Insert

Page,

Endorseme

nt or Rider

Approved-

Closed

09/28/2009

GC 5003

SE-4

Policy/Cont

ract/Fratern

al

Certificate:

Amendmen

t,  Insert

Page,

Endorseme

nt or Rider

PART II – POLICY

ADMINISTRATION –

Section A –

Contracts (Small

Employers)

Initial 0.000 GC 5003 SE-

4.pdf

Approved-

Closed

09/28/2009

GC 5004-3 Policy/Cont

ract/Fratern

al

Certificate:

Amendmen

t,  Insert

Page,

Endorseme

nt or Rider

PART II – POLICY

ADMINISTRATION

–Section B –

Premium

Initial 0.000 GC 5004-

3.pdf

Approved-
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PRINCIPAL LIFE INSURANCE COMPANY 
(called The Principal in this Group Policy) 

Des Moines, Iowa 50392-0002 
 
 
 
This group insurance policy is issued to: 

[1]        [JOHN DOE COMPANY] 
[3] [[JOHN DOE COMPANY], A PARTICIPATING UNIT OF [JOHN DOE ASSOCIATION]] 

(called the Policyholder in this Group Policy) 
 
 

[4] The Date of Issue is [August 1, 2000].  
 
 
In return for the Policyholder's application and payment of all premiums when due, The Principal 
agrees to provide: 
 
 

MEMBER AND DEPENDENT 
MEDICAL EXPENSE INSURANCE 

 
Comprehensive Medical 

 
[5]        [Prescription Drugs] 

 
[6]       [Mail Service Prescription Drugs] 

 
 
 
 
subject to the terms and conditions described in this Group Policy. 
 

 
 
 

[7] GROUP POLICY NO. GME [99999] 
NON-PARTICIPATING 

[8] [CONTRACT STATE OF ISSUE: ARKANSAS] 
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PART I - DEFINITIONS 
 
 
When used in this Group Policy, the terms listed below will mean: 
 

[8A] [Alcohol or Drug Abuse Treatment Services 
 
Treatment or Service provided to alter a person's behavior, regardless of the cause of that behavior, 
including, but not limited to:  individual, family or group psychotherapy; psychiatric diagnostic 
interview or examinations; behavior modification; alcohol or drug abuse medication management; 
alcohol or drug abuse rehabilitation or counseling services; [biofeedback,] or milieu or other 
therapies (physical, occupational or speech therapy), used to diagnose or treat alcohol or drug abuse 
problems.] 
 
Ambulatory Surgery Center 
 
A facility designed to provide surgical care which does not require Hospital Inpatient Confinement 
but is at a level above what is available in a Physician's office or clinic.  An Ambulatory Surgery 
Center: 
 
a. is licensed by the proper authority of the state in which it is located, has an organized 

Physician staff, and has permanent facilities that are equipped and operated primarily for the 
purpose of performing surgical procedures; and 

 
b. provides Physician services and full-time skilled nursing services directed by a licensed 

registered nurse (R.N.) whenever a patient is in the facility; and 
 
c. does not provide the services or other accommodations for Hospital Inpatient Confinement; 

and 
 
d. is not a facility used as an office or clinic for the private practice of a Physician or other 

professional providers. 
 
Average Wholesale Price (AWP) 
 
The published cost of a drug product that is used as a benchmark to calculate discount fees and 
Deductibles. 
 
Birthing Center 
 
A freestanding facility that is licensed by the proper authority of the state in which it is located and 
that: 
 
a. provides prenatal care, delivery, and immediate postpartum care; and 
 
b. operates under the direction of a Physician who is a specialist in obstetrics and gynecology; 

and 
 
c. has a Physician or certified nurse midwife present at all births and during the immediate 

postpartum period; and 
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d. provides, during labor, delivery and the immediate postpartum period, full-time skilled 
nursing services directed by a licensed registered nurse (R.N.) or certified nurse midwife; and 

 
e. has a Written agreement with a Hospital in the area for emergency transfer of a patient or a 

newborn child, with Written procedures for such transfer being displayed and staff members 
being aware of such procedures. 

 
[9] [Clinical Trial 

 
A clinical trial is a research study designed to test the safety and effectiveness of drugs, devices 
and treatments in humans.  
 
A clinical trial must be: 
 
a. approved by an Internal Review Board (IRB) that will oversee the investigation; and 
 
b. sponsored by a national organization such as the National Cancer Institute (NCI), the 

Food and Drug Administration (FDA), the Agency for Healthcare Research and Quality 
(ARHQ), or the National Institutes of Health (NIH); and 

 
c. conducted in more than one institution and by more than one investigator; and 
 
d. designed with the intention of treating or curing a life threatening disease or illness and 

not solely for the purpose of testing toxicity.] 
 
Community Mental Health Center 

[9A]  
A community or county mental health facility that is licensed by the proper authority of the state in 
which it is located, and is primarily engaged in providing outpatient [Mental Health or Behavioral 
Treatment Services][Mental Health, Behavioral, Alcohol or Drug Abuse Treatment Services]. 
 
 

[10] Copayment; Copay 
 
A specified dollar amount that must be paid by a Member [or Dependent] each time certain or 
specified services are rendered.  [In no event will the Copay amount exceed: 
 

[11] a. for services provided by [PPO][Network] Providers, the negotiated fee; and 
 
b. for services provided by Non-[PPO][Network] Providers, the actual cost charged to the 

Member [or Dependent].]] 
 
Cosmetic Treatment and Services 
 
Treatment or Services to change: 
 
a. the texture or appearance of the skin; or 
 
b. the relative size or position of any part of the body; 
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when such Treatment or Service is performed primarily for psychological purposes or is not needed 
to correct or improve a bodily function. Cosmetic Treatment and Services include, but are not 
limited to, surgery, pharmacological regimens and all related charges. 
 

[12] [Covered Charges] [Medically Necessary Care] 
 

A Treatment or Service is considered to be [a Covered Charge][ Medically Necessary Care] if the 
Treatment or Service is:   
 
a. prescribed by a Physician and required for the screening, diagnosis or treatment of a medical 

condition; 
  
b. consistent with the diagnosis or symptoms;  
 
c. not excessive in scope, duration, intensity or quantity; 
 
d. the most appropriate level of services or supplies that can safely be provided; and 
 
e. determined by The Principal to be Generally Accepted.  
 
Creditable Coverage 
 
With respect to an individual, coverage of the individual under any of the following: 
 
a. a Group Health Plan, as defined in this PART I; 
 
b. Health Insurance Coverage, as defined in this PART I; 
 
c. Medicare (Part A or Part B of Title XVIII of the Social Security Act); 
 
d. Medicaid (Title XIX of the Social Security Act, other than coverage consisting solely of 

benefits under Section 1928); 
 
e. TRICARE (Chapter 55 of Title 10, United States Code); 
 
f. a medical care program of the Indian Health Service or of a tribal organization; 
 
g. a state health benefits risk pool; 
 
h. a health benefit plan for government employees (Chapter 89 of Title 5, United States Code); 
 
i. a public health plan established or maintained by a State, the United States, a foreign country, 

or any political subdivision thereof; 
 
j. a health benefit plan provided under the Peace Corp Act; 
 
k. any other similar coverage permitted under state or federal law or regulations. 
 
l. a health benefit plan provided under a State Children’s Health Insurance Program (Title XXI 

of the Social Security Act). 
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Creditable Coverage does not include coverage consisting solely of coverage of Excepted Benefits.  
For this purpose, "Excepted Benefits" mean benefits or coverage under one or more (or any 
combination) of the following: 
 
a. coverage only for accident (including accidental death and dismemberment); 
 
b. disability income insurance; 
 
c. liability insurance, including general liability insurance and automobile liability insurance; 
 
d. coverage issued as a supplement to liability insurance; 
 
e. Workers' Compensation or similar insurance; 
 
f. automobile medical payment insurance; 
 
g. credit-only insurance (for example, mortgage insurance); 
 
h. coverage for on-site medical clinics; 
 
i. other similar insurance coverage, under which benefits for medical care are secondary or 

incidental to other insurance benefits; 
 
j. the following benefits, if offered separately from medical expense benefits (provided under a 

separate policy, certificate or contract of insurance, or otherwise not an integral part of the 
plan): 

 
 - limited scope dental or vision benefits; 
 - benefits for long-term care, nursing home care, home health care, community-based 

care, or any combination thereof; 
 - other similar limited benefits; 
 
k. the following benefits, if offered as independent, noncoordinated benefits: 
 
 - coverage only for a specified disease or illness; 
 - hospital indemnity or other fixed indemnity insurance; 
 
l. the following benefits, if offered as a separate insurance policy: 
 
 - Medicare Supplement insurance; 
 - coverage supplemental to TRICARE; 

- similar supplemental coverage provided to coverage under a Group Health Plan. 
 
m. health flexible spending arrangement, if the following are satisfied: 
 
 - the maximum benefit from employee and employer contributions for the year does not 

exceed two times the employee’s annual salary reduction; 
- the employee has other group health coverage available that is not limited to Excepted 

Benefits. 
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Custodial Care 
 
Assistance with meeting personal needs or the Activities of Daily Living. 
 
For this purpose, “Activities of Daily Living” means activities that do not require the services of 
a Physician, registered nurse (R.N.), licensed practical nurse (L.P.N.), chiropractor, physical 
therapist, occupational therapist, speech therapist, or other health care professional including, but 
not limited to, bathing, dressing, getting in and out of bed, feeding, walking, elimination and 
taking medications. 
 

[13] Date of Issue 
 
The date this Group Policy is placed in force [for the Participating Unit]:  [January 1, 2005]. 
 
Deductible; Deductible Amount 
 
A specified dollar amount of Covered Charges that must be incurred by the Member [or Dependent] 
before benefits will be payable under this Group Policy for all or part of the remaining Covered 
Charges during the calendar year. 
 
Dental Services 
 
Any Treatment or Service provided to diagnose, prevent, or correct: 
 
a. periodontal disease (disease of the surrounding and supplemental tissues of the teeth, 

including deformities of the bone surrounding the teeth); or 
 
b. malocclusion (abnormal positioning or relationship of the teeth); or 
 
c. ailments or defects of the teeth and supporting tissue and bone (excluding [impacted teeth and] 

appliances used to close an acquired or congenital opening.  However, the term Dental 
Services will include treatment performed to replace or restore any natural teeth in 
conjunction with the use of any such appliance). 

 
[14] [Dependent 

 
a. A Member's spouse, if that spouse: 
 
 (1) is not in the Armed Forces of any country;[ and 
 (2) is not insured under this Group Policy as a Member.] 
 
a. A Member's Dependent Child (or Children) as defined below][.][; and 

[15] 
[c. A Member’s Domestic Partner, if the Member and the Domestic Partner complete and submit 

a Declaration of Domestic Partnership which is approved by The Principal.] 
 
[Dependent Child; Dependent Children 
 
a. A Member's natural or legally adopted child, if that child: 

[16] 
 (1) is not married; and 
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 (2) is not in the Armed Forces of any country; and 
 (3) is not insured under this Group Policy as a Member; and 
 (4) is less than [19] years of age. 
 
 A newly adopted child will be considered a Dependent Child from the date of Placement with 

the Member for the purpose of adoption or the date of adoption, whichever is earlier.  The 
child will continue to be a Dependent Child unless the Placement is disrupted prior to legal 
adoption and the child is removed from Placement. 

 
b. A Member's stepchild, if that child: 
 
 (1) meets the requirements in a. (1), (2), (3), and (4) above; and 
 (2) receives principal support from the Member. 
 
c. A Member's foster child, if that child: 
 
 (1) meets the requirements in a. (1), (2), (3), and (4) above; and 
 (2) lives with the Member; and 
 (3) receives principal support from the Member; and 
 (4) is approved in Writing by The Principal as a Dependent Child. 
 
[d. A Member's child [19] years but less than [25] years of age who otherwise qualifies under a., 

b. or c. above, if that child receives principal support from the Member and is a Full-Time 
Student, as defined in this PART I.] 

 
[e. A Member’s child [19] years but less than [25] years of age, if that child is a Mormon 

missionary [for a period of [two years] or less]; and 
 

(1) otherwise qualifies under a., b., or c. above; and 
(2) receives principal support from the Member.] 

[15] 
[f. A Domestic Partner’s child who otherwise qualifies under a., c., d. or e. above or if the 

Member or Domestic Partner has been appointed the child’s guardian under a valid court 
order.]  

 
Dependent Child will include any child covered under a Qualified Medical Child Support Order 
(QMCSO) or National Medical Support Notice (NMSN) as defined by applicable federal law and 
state insurance laws that are applicable to this Group Policy, provided the child meets this Group 
Policy's definition of a Dependent Child.] 
 

[19] [Developmental Disability 
 
A Dependent Child's substantial handicap which: 
 
a. results from mental retardation, cerebral palsy, epilepsy, or other neurological disorder; and 
 
b. is diagnosed by a Physician as a permanent or long-term continuing condition.] 

[15] 
[Domestic Partner 
 
A Member's [opposite sex or] same sex life partner, provided: 
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a. the partner is not in the armed forces of any country; and 
 
b. the partner is not covered under this Group Policy as a Member; and 

[20] 
c. the partner is at least [18] years of age; and 
 
d. neither the partner nor the Member is married to other persons; and 
 
e. neither the partner nor the Member has had another Domestic Partner in the 6-month period 

preceding the date of the Signed Declaration of Domestic Partnership; and 
 
f. the partner is not a blood relative of the Member; and 
 
g. the partner and the Member have shared the same residence for at least [six] consecutive 

months and continue to do so; and 
 
h. the partner and the Member are each other's sole life partner and intend to remain so 

indefinitely; and 
 
i. the partner and the Member are jointly responsible for each other's financial welfare; and 
 
j. the partner and the Member are not in their relationship solely for the purpose of obtaining 

insurance coverage.] 
 
Experimental or Investigational Measures 
 
Any Treatment or Service, regardless of any claimed therapeutic value, not Generally Accepted by 
specialists in that particular field of medicine. 
 
Full-Time Employee 

[21] 
Any person who is regularly scheduled to work for the [Policyholder] [or a] [Participating Unit] for 
at least [30 hours] a week[, including an independent contractor, if included as an employee under 
a health care plan of the [Policyholder] [or a] [Participating Unit]]. The employee must be 
compensated by the [Policyholder] [or a] [Participating Unit] and either the employer or employee 
must be able to show taxable income on federal or state tax forms.  Work must be at the 
[Policyholder's] [or a] [Participating Unit's] usual place or places of business or at another place to 
which an employee must travel to perform his or her regular duties. 
 
An owner, proprietor or partner of the [Policyholder][or a][Participating Unit's] business will be 
deemed to be an eligible employee for purposes of this Group Policy, provided he or she is regularly 
scheduled to work for the [Policyholder][Participating Unit] for at least [30 hours] a week and 
otherwise meets the definition of Full-Time Employee. 
 

[22] [Full-Time Student 
 
A Member's Dependent Child attending a school that has a regular teaching staff, curriculum and 
student body and who: 
 
a. attends school on a full-time basis, as determined by the school's criteria; and   
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b. is dependent on the Member for principal support.] 
 
Generally Accepted 

 
Treatment or Service for the particular sickness or injury which is the subject of the claim that: 
 
a. has been accepted as the standard of practice according to the prevailing opinion among 

experts as shown by (or in) articles published in authoritative, peer-reviewed medical and 
scientific literature; and 

 
b. is in general use in the relevant medical community; and 
 
c. is not under scientific testing or research. 
 
Group Health Plan 
 
An employee welfare benefit plan, as defined in ERISA, to the extent that the plan provides medical 
care to employees or their dependents (as defined under the terms of the plan) directly or through 
insurance, reimbursement, or otherwise. 
 
Group Policy 
 
The policy of group insurance issued to the Policyholder by The Principal which describes benefits 
and provisions for Members [and Dependents]. 
 
Health Care Extender 
 
A health care provider who assists in the delivery of covered medical services under the direction 
and supervision of a Physician. 
 
"Direction and supervision" means the Physician co-signs any progress notes Written by the Health 
Care Extender; or there is a legal agreement that places overall responsibility for the Health Care 
Extender's services on the Physician. 
 
Health Insurance Coverage 
 
Benefits consisting of medical care provided directly, through insurance or reimbursement or 
otherwise and including items and services paid for as medical care under any hospital or medical 
service policy or certificate, hospital or medical service plan contract, or Health Maintenance 
Organization (HMO) contract, offered by an insurance company, insurance service, or insurance 
organization (including an HMO) licensed to engage in the business of insurance and subject to 
state law which regulates insurance. 
 
Health Maintenance Organization (HMO) 
 
An entity that is: 
 
a. A federally qualified Health Maintenance Organization as defined by federal law; or 
 
b. An organization recognized under state law as a Health Maintenance Organization; or 
 
c. A similar organization regulated under state law for solvency in the same manner and to the 
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same extent as such a Health Maintenance Organization. 
 
HMO Affiliation Period 
 
A period of time which, under the terms of the Health Insurance Coverage offered by a Health 
Maintenance Organization (HMO), must expire before an individual's coverage becomes effective. 
 
Home Health Aide 
 
A person, other than a licensed registered nurse (R.N.), who provides medical or therapeutic care 
under the supervision of a Home Health Care Agency. 
 
Home Health Care Agency 
 
A Hospital, agency, or other service that is certified by the proper authority of the state in which it is 
located to provide home health care. 
 
Home Health Care Plan 
 
A program of home care that: 
 
a. is required as the result of a sickness or injury; and 
 
b. prevents, delays or shortens a Hospital Inpatient Confinement or Skilled Nursing Facility 

confinement; and 
 
c. is documented in a Written plan of care; and 
 
d. is prescribed by the attending Physician;  and 
 
e. is preapproved by The Principal. 
 
Home Infusion Therapy Services 
 
Treatment or Service required for the administration of intravenous drugs or solutions, which: 
 
a. is required as a result of a sickness or injury; and 
 
b. prevents, delays, or shortens a Hospital Inpatient Confinement or Skilled Nursing Facility 

confinement; and 
 
c. is documented in a Written plan of care; and 
 
d. is prescribed by the attending Physician; and 
 
e. is preapproved by The Principal. 
 
Hospice 
 
A facility, agency, or service that: 
 
a. is licensed by the proper authority of the state in which it is located to establish and manage 
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Hospice Care Programs; and 
 
b. arranges, coordinates, and provides Hospice Care Services for dying individuals and their 

families; and 
 
c. maintains records of Hospice Care Services provided and bills for such services on a 

consolidated basis. 
 
Hospice Care Program 
 
A program that furnishes palliative or supportive care focused on comfort and not cure and that is: 
 
a. managed by a Hospice; and 
 
b. established jointly by a Hospice, a Hospice Care Team, and an attending Physician; 
 
to meet the special physical, psychological, and spiritual needs of dying individuals and their 
families. 
 
Hospice Care Team 
 
A group that provides coordinated Hospice Care Services and normally includes: 
 
a. a Physician; 
 
b. a patient care coordinator (Physician or nurse who serves as an intermediary between the 

program and the attending Physician); 
 
c. a nurse; 
 
d. a mental health specialist; 
 
e. a social worker; 
 
f. a chaplain; and 
 
g. lay volunteers. 
 
Hospital 
 
An institution that is licensed as a hospital by the proper authority of the state in which it is located, 
but not including any institution, or part thereof, that is used primarily as a clinic, Skilled Nursing 
Facility, convalescent home, rest home, home for the aged, nursing home, custodial care facility, 
assisted living facility or training center. 
 
For the purpose of [Mental Health or Behavioral Treatment Services and Alcohol or Drug Abuse 
Treatment Services][Mental Health, Behavioral, Alcohol or Drug Abuse Treatment Services], the 
definition of "Hospital" will include each of the following facilities provided it is licensed by the 
proper authority of the state in which it is located: 
 
a. a Psychiatric Hospital; and 
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b. an Inpatient Alcohol or Drug Abuse Treatment Facility; and 
 
c. any other facility required by state law to be recognized as a treatment facility under this 

Group Policy. 
 
Hospital Inpatient Confined; Hospital Inpatient Confinement 

[23] 
Any period of Treatment or Service while confined in a Hospital as an inpatient [in excess of 
[twenty-three consecutive hours]] for any cause.  A [Hospital Admission Review] [Prenotification] 
as defined in PART IV, Section B1 [(1)][(1A)], is required for Hospital Inpatient Confinements. 
 
Hospital Inpatient Confinement Charges 
 
Covered Charges by a Hospital for room, board, [and other usual services and by a Physician for 
pathology, radiology, or the administration of anesthesia] provided while a person is Hospital 
Inpatient Confined. 
 
Hospital Room Maximum 
 
Covered Charges by a Hospital for room and board while confined in a private room up to: 
 
a. the Hospital's most frequent semiprivate room rate, if the Hospital has semiprivate rooms; or 
 
b. the Hospital's most frequent private room rate, if the Hospital has no semiprivate rooms. 
 
Immediate Family 
 
[A Member’s Domestic Partner or] A Member's [or a Dependent's] spouse, natural or adoptive 
parent, natural or adoptive child, sibling, stepparent, stepchild, stepbrother or stepsister, father-in-
law, mother-in-law, son-in-law, daughter-in-law, brother-in-law, sister-in-law, grandparent, 
grandchild or spouse of grandparent or grandchild. 
 
Inpatient Alcohol or Drug Abuse Treatment Facility 
 
An institution that is licensed by the proper authority of the state in which it is located, and is 
primarily engaged in providing alcohol or drug detoxification or rehabilitation treatment services; 
and 
 
a. is supervised on a full-time basis by a Doctor of Medicine (M.D.) or Doctor of Osteopathy 

(D.O.); and 
 
b. provides 24-hour a day on-site nursing care by licensed registered nurses (R.N.). 
 
Insurance Month 

[24] 
[Calendar month.] [The first insurance month begins on [August 15, 2005], and ends on [September 
30, 2006].]  [The period of time from the [15th] day of any month to the [14th] day of the next 
month.] 



GC 5002-5 PART I - DEFINITIONS, PAGE 12 

 
[Laboratory Network  

[159] 
Any network of outpatient Laboratory Services providers that The Principal has contracted with for 
the sole purpose of providing outpatient Laboratory Services.] 
 
[Laboratory Services 

[159] 
Covered Charges for testing of materials, fluids or tissues obtained from patients for the purpose of 
screening, diagnosing or monitoring a condition and for determining appropriate treatment.] 
 

[25] [Master Policy 
 

The Group Policy issued to the Policyholder, [John Doe Association].] 
 
Medical Emergency 
 
Any Treatment or Service that The Principal determines to be due to the sudden onset of severe 
medical symptoms that: 
 
a. could not have been reasonably anticipated; and 
 
b. require immediate medical care. 
 

[26] [Member 
 
[Any person who is a Full-Time Employee of the [Policyholder] [or a] [Participating Unit]. 
 
[Member will also include any such person who retires on or after [January 1, 1998 and maintains 
continuous coverage with the [Policyholder] [or a] [Participating Unit] under this Group Policy.] 
 

[27A] [Mental Health or Behavioral Treatment Services 
 
Treatment or Service provided to alter a person's behavior, regardless of the cause of that behavior, 
including, but not limited to:  individual, family or group psychotherapy; psychological testing; 
electroconvulsive therapy; psychiatric diagnostic interviews or examinations; behavior 
modification; psychiatric medication management; [hypnotherapy;] narcosynthesis; [biofeedback,] 
or milieu or other therapies (physical, occupational or speech therapy), used to diagnose or treat 
mental health or behavioral problems.] 
 

[27] [Mental Health, Behavioral, Alcohol or Drug Abuse Treatment Services 
 

 Treatment or Service provided to alter a person's behavior, regardless of the cause of that behavior, 
including, but not limited to:  individual, family or group psychotherapy; psychological testing; 
electroconvulsive therapy; psychiatric diagnostic interviews or examinations; behavior 
modification; psychiatric, alcohol or drug abuse medication management; alcohol or drug abuse 
rehabilitation or counseling services; [hypnotherapy]; narcosynthesis; [biofeedback], milieu or 
other therapies (physical, occupational or speech therapy) used to diagnose or treat mental health, 
behavioral, alcohol or drug abuse problems.] 
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[28] [Non-[Preferred][Network] Provider/Non-[PPO][Network] Provider 

 
A Hospital, Physician, or other provider not contracted with a [preferred provider organization 
(PPO)] network identified by The Principal to this Group Policy].] 
 

[29] [Observation Services 
 
Observation services are Treatment or Services furnished in a Hospital on the Hospital’s premises, 
including use of a bed and periodic monitoring by a Hospital’s nursing or other staff which are 
reasonable and necessary to evaluate the condition of a Member [or Dependent] or to determine 
the need for Hospital Inpatient Confinement.]  
 
Outpatient Alcohol or Drug Abuse Treatment Facility 
 
A facility that is licensed by the proper authority of the state in which it is located, and is primarily 
engaged in providing outpatient alcohol or drug abuse treatment services. 
 

[30] [Participating Unit 
 
[Any entity meeting the requirements outlined in PART II and PART V of this Group Policy.] 
 

[30A] [Any business or industry group that is: 
 
a. a member or associate member of the [John Doe Association]; and 
 

b. meets the requirements outlined in PART II and PART V of this Group Policy; and  
 
c. is listed as a Participating Unit in PART V, Section F of this Group Policy.]] 
 

[32] [Period of Confinement 
 
A period of Hospital Inpatient Confinement.  For the purposes of applying the Hospital charges 
[Copay amount] for each admission, two or more periods of Hospital Inpatient Confinement will be 
considered one period of confinement unless caused by an unrelated sickness or injury, or unless 
separated by [30 consecutive] days or more.] 
 

[33] [Physical Handicap 
 
A Dependent Child's substantial physical or mental impairment which: 
 
a. results from injury, accident, congenital defect, or sickness; and 
 
b. is diagnosed by a Physician as a permanent or long-term dysfunction or malformation of the 

body.] 
 
Physician 
 
a. A licensed Doctor of Medicine (M.D.) or Osteopathy (D.O.); or 
 
b. any other licensed health care practitioner that state law requires be recognized as a Physician 

under this Group Policy. 
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Whether or not required by state law, the following licensed or certified health care practitioners 
will be recognized, on the same basis as a Physician, for Covered Charges of services performed 
within the scope of their license: audiologist, chiropractor, dentist, [genetic counselor,] occupational 
therapist, optometrist, physician's assistant, physical therapist, podiatrist, psychologist, social 
worker, and speech pathologist. 
 
Physician Visit 

[34] 
A face-to-face meeting [or an approved form of on-line consultation] between a Physician or the 
Physician's staff and a patient for the purpose of medical Treatment or Service. 
 

[35] [Physician Visit Charges 
 

[35A] Covered Charges for Treatment or Service furnished at a Physician's office or clinic.  Such services 
include charges for:  [dressings;] [supplies;] [equipment;] [injections[ (other than for [Provider 
Administered] Specialty Prescription Drugs)];] [anesthesia;] [take-home drugs;] [blood;] [blood 
plasma;] [[x-ray and] laboratory examinations;] [professional component billed by a pathologist 
in connection with laboratory testing;] [radium,] [and] [radioactive isotope therapy;] [and] 
[routine physical examinations] [; but do not include outpatient, clinic or office-based surgery, or 
Advanced Imaging Services as described in PART IV, Section [A] 9A].] 
 
Placement for Adoption; Placement 
 
The assumption and retention by a person of a legal obligation for total or partial support of a child 
in anticipation of adopting the child.  The child's placement with the person terminates upon the 
termination of such legal obligation. 
 
Policy Anniversary 

[36] 
[January 1, 2006 and the same day of each following year]. [The same day of each calendar year of 
the Date of Issue of this Group Policy;] [but for any Participating Unit having its own Policy 
Anniversary, it will be the same date of each calendar year as that on which the Participating Unit's 
coverage under this Group Policy was made effective.] 
 

[37] Policyholder 
 
[The entity to whom this Group Policy is issued (see Title Page).] 
 

[38] [The association to whom the Master Policy is issued: [John Doe Association.] 
 

[39] [[Preferred Provider/PPO] [Network] Provider 
 
A Hospital, Physician, or other provider [organization] contracted with a [preferred provider 
organization (PPO)] network identified by The Principal to this Group Policy] [or] [The 
Principal].] 
 
The [Policyholder's] [Participating Unit's] participation in the [PPO] network does not mean that an 
insured person's choice of provider will be restricted.  The insured person may seek needed medical 
care from any Hospital, Physician, or other provider of his or her choice.  However, in order to 
avoid higher charges and reduced benefit payment, the insured persons are urged to obtain such care 
from [Preferred][Network] Providers whenever possible. 
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The Principal has the right to terminate the [preferred provider organization (PPO)] [Network]  
portion of this Group Policy if The Principal or the [preferred provider organization (PPO)] 
[Network] terminates the arrangement. 
 
The Principal also has the right to identify different [preferred provider organizations] [Networks] 
from time to time, and to terminate the designation of any [Preferred] [Network] Provider at any 
time.] 
 

[40] [[Preferred Provider Organization (PPO)] [Network] Service Area 
 
The geographic area within which [Preferred][Network] Provider services are available to persons 
insured under this Group Policy.] 
 
[Prevailing Charges     

[41] 
a. For medical care received from [Preferred][Network] Providers, the negotiated fee between 

the [Preferred][Network] Provider and the [PPO][Network]. 
[41A] 
 [b. For medical care received from Non-[Preferred][Network] Providers, the amount, as 

determined by The Principal, that most health care providers charge within a geographic cost 
area for a Treatment or Service. 

 
 For the purpose of coverage provided under this Group Policy, an actual charge for a 

Treatment or Service will be in excess of Prevailing Charges if, as determined by The 
Principal, [75%] or more of all other charges reported to The Principal for the same (or a 
similar) Treatment or Service provided within the same (or a comparable) cost area are lower 
in amount than the actual charge.] 

[41B] 
[b. For medical care received from Non-[Preferred][Network] Providers, the amount as 

determined by The Principal that is derived from a cost-based methodology used by Medicare 
or a  methodology similar to one used by Medicare.] 

 
c. For Home Infusion Therapy Services, the amount will be established by The Principal at the 

time services are preapproved, not to exceed the Average Wholesale Price. 
[41C] 

[d. For medical care received from a Transplant Network provider, the amount will be based on 
the negotiated fee.] 

 
e. For drugs and medicines requiring a Physician’s prescription and considered a covered 

Treatment or Service, Prevailing Charges will not exceed the Average Wholesale Price.]  
[41D] 

[f. For purposes of Treatment or Service for a Medical Emergency provided outside the United 
States, the Prevailing Charge will be calculated based on the [Policyholder’s] [Participating 
Unit’s] United States Address.]] 

 
[Prevailing Charges 

[42] 
[a. As determined by The Principal, the amount that most health care providers charge within a 

geographic cost area for a Treatment or Service. 
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[42] 
 For purposes of the coverage provided under this Group Policy, an actual charge for a 

Treatment or Service will be in excess of Prevailing Charges if, as determined by The 
Principal, [80%] or more of all other charges reported to The Principal for the same (or a 
similar) Treatment or Service provided within the same (or a comparable) cost area are lower 
in amount than the actual charge.] 

[42A] 
[a. For medical care received, the amount as determined by The Principal that is derived from a 

cost-based methodology used by Medicare, or a methodology similar to one used by 
Medicare.] 

 
b. For Home Infusion Therapy Services, the amount will be established by The Principal at the 

time services are preapproved, not to exceed the Average Wholesale Price. 
[42B] 

[c. For medical care received from a Transplant Network provider, the amount will be based on 
the negotiated fee.] 

 
d. For drugs and medicines requiring a Physician’s prescription and considered a covered 

Treatment or Service, Prevailing Charges will not exceed the Average Wholesale Price.] 
 

[42C] [e.  For purposes of Treatment or Service for a Medical Emergency provided outside the United 
States, the Prevailing Charge will be calculated based on the [Policyholder’s] [Participating 
Unit’s] United States Address.]] 

 
[43] [Primary Care Physician 

 
A Physician who is a family or general practitioner, internist, obstetrician/gynecologist or 
pediatrician.] 
 

[44] [Prior Plan 
 
The group medical expense coverage of the [Policyholder] [or a] [Participating Unit] for which this 
Group Policy is a replacement.] 
 
Psychiatric Hospital 

 
An institution that is licensed as a Hospital by the proper authority of the state in which it is located, 
and is primarily engaged in providing diagnostic and therapeutic [Mental Health or Behavioral 
Treatment Services][Mental Health, Behavioral, Alcohol or Drug Abuse Treatment Services]. 
 
For the purpose of this definition, a Psychiatric Hospital will also include any inpatient bed in a 
licensed general Hospital used to provide diagnostic and therapeutic [Mental Health or 
Behavioral Treatment Services][Mental Health, Behavioral, Alcohol or Drug Abuse Treatment 
Services] in the absence of a specialized or designated psychiatric or drug treatment unit. 
 
Signed or Signature 
 
Any symbol or method executed or adopted by a person with the present intention to authenticate a 
record, and which is on or transmitted by paper or electronic media, and which is consistent with 
applicable law and is agreed to by The Principal. 
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Skilled Nursing Facility 
 
An institution (including one providing sub-acute care), or distinct part thereof, that is licensed by 
the proper authority of the state in which it is located to provide skilled nursing care and that: 
 
a. is supervised on a full-time basis by a Doctor of Medicine (M.D.) or Doctor of Osteopathy 

(D.O.) or a licensed registered nurse (R.N.); and 
 
b. has transfer arrangements with one or more Hospitals, a utilization review plan, and operating 

policies developed and monitored by a professional group that includes at least one M.D. or 
D.O.; and 

 
c. has an existing contract for the services of an M.D. or D.O., maintains daily records on each 

patient, and is equipped to dispense and administer drugs; and  
 
d. provides 24-hour nursing care and other medical treatment. 

 
Not included are rest homes, homes for the aged, nursing homes, or places which furnish [Mental 
Health or Behavioral Treatment Services and Alcohol or Drug Abuse Treatment Services][Mental 
Health, Behavioral, Alcohol or Drug Abuse Treatment Services]. 
 

[45] [Specialty Provider 
 
Any Physician other than a Primary Care Physician who is classified as a specialist by the 
American Boards of Medical Specialties; or who is designated by this Group Policy as a 
Specialty Provider.] 
 

[46] [Temporomandibular Services 
 
Any Treatment or Service to diagnose, prevent, or correct malfunction, degeneration, disease, 
injury, and all other ailments or defects (congenital or hereditary) related to the joints, muscles, and 
tissues that connect the jaw to the skull.] 
 
Total Disability; Totally Disabled 

[47] 
a. For a Member [(other than a retired Member)], a Member's inability, as determined by The 

Principal, due to sickness or injury, to work at any job that reasonably fits his or her 
background or training. 

 
[b. For a Dependent [(or a retired Member)], a substantial impairment, due to sickness or injury, 

that prevents the individual from performing the normal function of his or her regular duties or 
activities.] 
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[48] [Transplant Network     

 
Any network of transplant providers that The Principal has contracted with for the sole purpose of 
providing Transplant Services subject to a negotiated fee schedule as provided in PART IV, Section 
[A](5).] 
 
Treatment or Service 
 
When used in this Group Policy, the term "Treatment or Service" will be considered to mean: 
"confinement, treatment, service, substance, material, or device". 
 
Waiting Period 

[49] 
With respect to a Group Health Plan and an individual who is a potential enrollee in the plan, the 
period of time that must pass with respect to the individual before he or she is eligible to be covered 
for benefits under the terms of the plan. 
 
[The Waiting Period for coverage of a Member [and his or her eligible Dependents] under this 
Group Policy is [three consecutive months] of continuous employment as a Member, as described in 
PART III, Section A.] 
 
Written or Writing 
 
A record which is on or transmitted by paper or electronic media, and which is consistent with 
applicable law. 
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PART II - POLICY ADMINISTRATION 
 

Section A - Contract 
 

[51] 
Article 1 - Entire Contract 
 
This Group Policy, the current Certificate, [the attached Policyholder application], [the 
Participating Unit's application,] [and any Member applications] make up the entire contract.  
The Principal is obligated only as provided in this Group Policy and is not bound by any trust or 
plan to which it is not a signatory party. 
 
 
Article 2 - Policy Changes 
 
Insurance under this Group Policy runs annually to the Policy Anniversary, unless sooner 
terminated.  No agent, employee, or person other than an officer of The Principal has authority to 
change this Group Policy, and, to be effective, all such changes must be in Writing and Signed 
by an officer of The Principal. 
 
The Principal reserves the right to change this Group Policy as follows: 
 
a. Any or all provisions of this Group Policy may be amended or changed at any time, 

including retroactive changes, to the extent necessary to meet the requirements of any law 
or any regulation issued by any governmental agency to which this Group Policy is subject. 

 
b. Any or all provisions of this Group Policy may be amended or changed at any time when 

The Principal determines that such amendment is required for consistent application of 
policy provisions. 

 
c. By Written agreement between The Principal and the [Policyholder,][Participating Unit, 

the Participating Unit's coverage under] this Group Policy may be amended or changed at 
any time as to any of its provisions. 

 
Any change to this Group Policy, including, but not limited to, those in regard to coverage, 
benefits, and participation privileges, may be made without the consent of any Member [or 
Dependent]. 
 
Payment of premium beyond the effective date of the change constitutes the [Policyholder's] 
[Participating Unit's] consent to the change. 
 
[Article 3 – Administration of this Group Policy 

[52] 
The services necessary to administer this Group Policy and the insurance provided under it will 
be provided in accordance with our standard administrative practices.  If the [Policyholder] 
[Participating Unit] requests that such administrative services be provided in a manner different 
than our then-current standard [Policyholder] [Participating Unit] administrative practices, 
including for example, requests for non-standard reports, the [Policyholder] [Participating Unit] 
may be required to pay for such services at the current charge for such services.] 
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Article [4] - [Policyholder][Participating Unit] Eligibility Requirements 
 

To be an eligible group and to remain an eligible group, the [Policyholder][Participating Unit] 
must: 
 
a. Be actively engaged in business for profit within the meaning of the Internal Revenue 

Code, or be established as a legitimate nonprofit organization within the meaning of the 
Internal Revenue Code or be a government entity; and 

 
b. Make at least the level of premium contributions required for insurance on its eligible 

Members.  The [Policyholder][Participating Unit] must: 
[53] 

(1) contribute at least [50%] of the required premium for all Members (including [retired 
and] disabled Members, if any); [and] 

[(2) if retiree coverage is elected, contribute at a premium level for retired Members at 
least equal to what it contributes for Members who are not retired; and] 

 
c. If the Member is to contribute part of the premium, maintain the following participation 

percentages with respect to eligible employees [and Dependents]: 
 

(1) Employees: 
[54] 

- if there are [5 or fewer] eligible employees, [100%] of all eligible employees 
must enroll; or 

- if there are [6 or more] eligible employees, at least [75%] of all eligible 
employees must enroll. 

[55] 
[(2) Dependents: 

[56] 
- if there are [24 or fewer] eligible employees, maintain a Dependent participation 

of at least [75%] of eligible Dependents; or 
- if there are [25 or more] eligible employees, maintain a Dependent participation 

of at least [50%] of eligible Dependents.] 
[57] 

[d. If the Member is to contribute no part of the premium, [100%] of eligible employees [and 
Dependents] [who have not rejected coverage in Writing] must enroll][.][; and] 

 
[58] [e. be an active member or associate member of the [John Doe Association].] 

 
For the purpose of determining the applicable percentage shown in c. above, Members [and 
Dependents] who have existing coverage under another Group Health Plan will be removed from 
the calculation. 
 
However, if the [Policyholder][Participating Unit] has medical expense coverage for its 
employees with more than one carrier: 

[59] 
a. If there are [10 or fewer] eligible employees, employees [and Dependents] participating in 

the [Policyholder's][Participating Unit's] other medical expense coverage will not be 
removed from the calculation when determining the applicable percentage. 

 



 

 PART II - POLICY ADMINISTRATION 
 
GC 5003-4 Section A - Contract, Page 3 

[60] b. If there are [11 or more] eligible employees, at least [50%] of eligible employees [and 
Dependents] participating in medical expense coverage sponsored by the [Policyholder] 
[Participating Unit] must enroll under this Group Policy.  This requirement does not apply 
if the [Policyholder's][Participating Unit's] other medical expense coverage is issued by an 
affiliate of The Principal. 

 
 
Article [5] - Policy Incontestability 
 
In the absence of fraud, after [the Participating Unit's coverage under] this Group Policy has been 
in force two years, The Principal may not contest its validity except for nonpayment of premium. 
 
 
Article [6] - Individual Incontestability and Eligibility 
 
All statements made by any individual insured under this Group Policy will be representations 
and not warranties.  In the absence of fraud, these statements may not be used to contest an 
insured person's insurance unless: 
 
a. the insured person's insurance has been in force for less than two years during the insured's 

lifetime; and 
 
b. the statement is in Written form Signed by the insured person; and 
 
c. a copy of the form which contains the statement is given to the insured or the insured's 

beneficiary at the time insurance is contested. 
 
However, these provisions will not preclude the assertion at any time of defenses based upon the 
person's ineligibility for insurance under this Group Policy or upon the provisions of this Group 
Policy.  In addition, if an individual's age is misstated, The Principal may at any time adjust 
premium and benefits to reflect the correct age. 
 
The Principal may at any time terminate a Member's [or Dependent's] eligibility under this 
Group Policy: 

[61] 
a. in Writing and with [31 day] notice, if the individual submits any claim that contains false 

or fraudulent elements under state or federal law; 
 
b. in Writing and with [31 day] notice, upon finding in a civil or criminal case that a Member 

[or Dependent] has submitted claims that contain false or fraudulent elements under state 
or federal law; 

 
c. in Writing and with [31 day] notice, when a Member [or Dependent] has submitted a claim 

which, in good faith judgment and investigation, a Member [or Dependent] knew or should 
have known contains false or fraudulent elements under state or federal law. 

 
 
Article [7] - Information to be Furnished 
 
The [Policyholder] [Participating Unit] must, upon request, give The Principal all information 
needed to administer this Group Policy.  If a clerical error is found in this information, The 
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Principal may at any time adjust premium to reflect the facts.  An error will not invalidate 
insurance that would otherwise be in force.  Neither will an error continue insurance that would 
otherwise be terminated. 
 
The Principal may inspect, at any reasonable time, all Policyholder and Participating Unit 
records which relate to this Group Policy. 
 
 
Article [8] - Certificates 
 
The Principal will give the [Policyholder] [Participating Unit] Certificates for delivery to insured 
Members.  The delivery of such Certificates will be in either paper or electronic format. The 
Certificates will be evidence of insurance and will describe the basic features of the benefit plan.  
They will not be considered a part of this Group Policy. 
 
 

[62] [Article [9] - Experience Premium Refunds 
 
The Principal will determine the Experience Premium Refund, if any, as of each Policy 
Anniversary in accordance with the formula to be applied to all such policies receiving an 
Experience Premium Refund. The [Policyholder][Participating Unit] has no rights to any 
Experience Premium Refund unless and until determined by The Principal.  If premiums due 
before the Policy Anniversary and for the next following Insurance Month have been paid, any 
such Experience Premium Refund will be: 
 
a. paid in cash to the [Policyholder][ Participating Unit]; or 
 
b. used to pay future premiums due, if the [Policyholder][Participating Unit] directs in 

Writing. 
 
If at any time total Experience Premium Refunds for all years to date exceed the [Policyholder's] 
[Participating Unit's] premium contributions and expense for those years, the excess must be 
used for the sole benefit of the insured Members. 
 
"Experience Premium Refund' means any portion of the remainder of premium plus any reserves 
being released by The Principal after all claims, charges, expenses, taxes, amounts to fund 
deficits, and any other amounts deducted by The Principal have been funded fully, which is 
determined by The Principal to be distributable for the benefit of the participants in this group 
insurance or of the employee welfare benefit plan for which this Group Policy was purchased.  
Any Experience Premium Refund will be determined by The Principal according to a formula 
developed by The Principal for all policies of a class. 
 
[This Group Policy and all group policies issued by The Principal to the 
[Policyholder][Participating Unit] or its subsidiaries will be combined and treated as one policy 
for the purpose of determining any Experience Premium Refund.] ] 
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Article [10] - Workers' Compensation Not Affected 
 
This Group Policy is not in place of and does not affect nor fulfill the requirements for Workers' 
Compensation Insurance. 
 
 

[63] [Article [11] - Dependent Rights 
 
A Dependent will have no rights under this Group Policy except as set forth in PART III, 
Section D, Article 2 and Section F, Article 2.] 
 
 
Article [12] - Policy Interpretation 
 
The Principal has complete discretion to construe or interpret the provisions of this group 
insurance policy, to determine eligibility for benefits, and to determine the type and extent of 
benefits, if any, to be provided.  The decisions of The Principal in such matters shall be 
controlling, binding, and final as between The Principal and persons covered by this Group 
Policy, subject to the Claims Procedures in PART IV, Section C. 
 
 
Article [13] – Electronic Transactions 
 
Any transaction relating to this Group Policy may be conducted by electronic means if 
performance of the transaction is consistent with applicable state and federal law. 
 
Any notice required by the provisions of this Group Policy given by electronic means will have 
the same force and effect as notice given in writing. 
 
[Article [14] – Value Added Service 

[64] 
The Principal reserves the right to offer or provide to a [Policyholder] [Participating Unit] a 
[vision discount plan] [and] [or][health club discount] [or any other value added service] for the 
employees of the [Policyholder] [Participating Unit].  In addition, The Principal may arrange for 
third party service providers (i.e. [optometrists], [health clubs]), to provide discounted goods and 
services to those [Policyholders] [Participating Units] of The Principal.  While The Principal has 
arranged these goods, services and third party provider discounts, the third party service 
providers are liable to the Members for the provisions of such goods and services.  The Principal 
is not responsible for the provision of such goods or services nor is it liable for the failure of the 
provision of the same. Further, The Principal is not liable to the Members for the negligent 
provisions of such goods and/or services by the third party service providers.]     
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PART II - POLICY ADMINISTRATION 
 

Section A - Contract 
[51A] 

Article 1 - Entire Contract 
 
This Group Policy, the current Certificate, [the attached Policyholder application] [the attached 
Participating Unit's application], [and any Member applications] make up the entire contract.  
The Principal is obligated only as provided in this Group Policy and is not bound by any trust or 
plan to which it is not a signatory party. 
 
Article 2 - Policy Changes 
 
Insurance under this Group Policy runs annually to the Policy Anniversary, unless sooner 
terminated.  No agent, employee, or person other than an officer of The Principal has authority to 
change this Group Policy, and, to be effective, all such changes must be in Writing and Signed 
by an officer of The Principal. 
 
The Principal reserves the right to change this Group Policy as follows: 
 
a. Any or all provisions of this Group Policy may be amended or changed at any time, 

including retroactive changes, to the extent necessary to meet the requirements of any law 
or any regulation issued by any governmental agency to which this Group Policy is subject. 

 
b. Any or all provisions of this Group Policy may be amended or changed at any time when 

The Principal determines that such amendment is required for consistent application of 
policy provisions. 

 
c. By Written agreement between The Principal and the [Policyholder,][Participating Unit, 

the Participating Unit's coverage under] this Group Policy may be amended or changed at 
any time as to any of its provisions. 

 
Any change to this Group Policy, including, but not limited to, those in regard to coverage, 
benefits, and participation privileges, may be made without the consent of any Member [or 
Dependent]. 
 
Payment of premium beyond the effective date of the change constitutes the [Policyholder's] 
[Participating Unit's] consent to the change. 
 

 
[Article 3 – Administration of this Group Policy  

[52] 
The services necessary to administer this Group Policy and the insurance provided under it will 
be provided in accordance with our standard administrative practices.  If the [Policyholder] 
[Participating Unit] requests that such administrative services be provided in a manner different 
than our then-current standard [Policyholder] [Participating Unit] administrative practices, 
including for example, requests for non-standard reports, the [Policyholder] [Participating Unit] 
may be required to pay for such services at the current charge for such services.] 
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Article [4] - [Policyholder] [Participating Unit] Eligibility Requirements 
 

To be an eligible group and to remain an eligible group, the [Policyholder] [Participating Unit] 
must: 
 
a. Be actively engaged in business for profit within the meaning of the Internal Revenue 

Code, or be established as a legitimate nonprofit organization within the meaning of the 
Internal Revenue Code, or be a government agency; and 

 
b. Make at least the level of premium contributions required for insurance on its eligible 

Members.  The [Policyholder] [Participating Unit] must: 
[53] 

(1) contribute at least [50%] of the required premium for all Members (including [retired 
and] disabled Members, if any);[ and] 

[(2) if retiree coverage is elected, contribute at a premium level for retired Members at 
least equal to what it contributes for Members who are not retired; and] 

 
c. If the Member is to contribute part of the premium, maintain the following participation 

percentages with respect to Eligible Employees [and Dependents]: 
 

(1) Eligible Employees: 
[54] 

- if there are [5 or fewer] Eligible Employees, [100%] of all Eligible Employees 
must enroll; or 

- if there are [6 or more] Eligible Employees, at least [75%] of all Eligible 
Employees must enroll. 

[55] 
[(2) Dependents: 

[56] 
- if there are [24 or fewer ]Eligible Employees, maintain a Dependent 

participation of at least [75%] of eligible Dependents; or 
- if there are[ 25 or more] Eligible Employees, maintain a Dependent 

participation of at least [50%] of eligible Dependents.] 
[57] 

[d. If the Member is to contribute no part of the premium, [100%] of Eligible Employees [and 
Dependents] must enroll, [excluding those who reject coverage in Writing][; and] 

 
[58] [e. be an active member or associate member of the [John Doe Association].] 

 
For the purpose of determining the applicable percentage shown in c. above, Members [and 
Dependents] who have existing coverage under another Group Health Plan will be removed from 
the calculation. 
 
However, if the [Policyholder][Participating Unit] has medical expense coverage for its 
employees with more than one carrier: 

[59] 
a. If there are [10 or fewer] Eligible Employees, employees [and Dependents] participating in 

the [Policyholder's][Participating Unit's] other medical expense coverage will not be 
removed from the calculation when determining the applicable percentage. 
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[60] 
b. If there are [11 or more] Eligible Employees, at least [50%] of Eligible Employees [and 

Dependents] participating in medical expense coverage sponsored by the [Policyholder] 
[Participating Unit] must enroll under this Group Policy.  This requirement does not apply 
if the [Policyholder's] [Participating Unit's] other medical expense coverage is issued by an 
affiliate of The Principal. 

 
If the [Policyholder] [Participating Unit] had prior coverage with The Principal which coverage 
terminated due to nonpayment of premium, fraud or misrepresentation of material fact, or failure 
to comply with minimum participation or employer-contribution requirements, The Principal 
will not accept application from that [Policyholder] [Participating Unit] within 12 months after 
the date of such termination. 
 
 
Article [5] - Policy Incontestability 
 
In the absence of fraud, after [the Participating Unit's coverage under] this Group Policy has been 
in force two years, The Principal may not contest its validity except for nonpayment of premium. 
 
 
Article [6] - Individual Incontestability and Eligibility 
 
All statements made by any individual insured under this Group Policy will be representations 
and not warranties.  In the absence of fraud, these statements may not be used to contest an 
insured person's insurance unless: 
 
a. the insured person's insurance has been in force for less than two years during the insured's 

lifetime; and 
 
b. the statement is in Written form Signed by the insured person; and 
 
c. a copy of the form which contains the statement is given to the insured or the insured's 

beneficiary at the time insurance is contested. 
 
However, these provisions will not preclude the assertion at any time of defenses based upon the 
person's ineligibility for insurance under this Group Policy or upon the provisions of this Group 
Policy.  In addition, if an individual's age is misstated, The Principal may at any time adjust 
premium and benefits to reflect the correct age. 
 
The Principal may at any time terminate a Member's [or Dependent's] eligibility under this 
Group Policy: 

[61] 
a. in Writing and with [31 day] notice, if the individual submits any claim that contains false 

or fraudulent elements under state or federal law; 
 
b. in Writing and with [31 day] notice, upon finding in a civil or criminal case that a Member 

[or Dependent] has submitted claims that contain false or fraudulent elements under state 
or federal law; 
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c. in Writing and with [31 day] notice, when a Member [or Dependent] has submitted a claim 
which, in good faith judgment and investigation, a Member [or Dependent] knew or should 
have known contains false or fraudulent elements under state or federal law. 

 
 
Article [7] - Information to be Furnished 
 
The [Policyholder] [Participating Unit] must, upon request, give The Principal all information 
needed to administer this Group Policy.  If a clerical error is found in this information, The 
Principal may at any time adjust premium to reflect the facts.  An error will not invalidate 
insurance that would otherwise be in force.  Neither will an error continue insurance that would 
otherwise be terminated. 
 
The Principal may inspect, at any reasonable time, all Policyholder and Participating Unit 
records which relate to this Group Policy. 
 
 
Article [8] - Certificates 
 
The Principal will give the [Policyholder] [Participating Unit] Certificates for delivery to insured 
Members.  The delivery of such Certificates will be in either paper or electronic format. The 
Certificates will be evidence of insurance and will describe the basic features of the benefit plan.  
They will not be considered a part of this Group Policy. 
 
 

[62] [Article [9] - Experience Premium Refunds 
 
The Principal will determine the Experience Premium Refund, if any, as of each Policy 
Anniversary in accordance with the formula to be applied to all such policies receiving an 
Experience Premium Refund. The [Policyholder][Participating Unit] has no rights to any 
Experience Premium Refund unless and until determined by The Principal.  If premiums due 
before the Policy Anniversary and for the next following Insurance Month have been paid, any 
such Experience Premium Refund will be: 
 
a. paid in cash to the [Policyholder][ Participating Unit]; or 
 
b. used to pay future premiums due, if the [Policyholder][Participating Unit] directs in 

Writing. 
 
If at any time total Experience Premium Refunds for all years to date exceed the 
[Policyholder's][Participating Unit's] premium contributions and expense for those years, the 
excess must be used for the sole benefit of the insured Members. 
 
”Experience Premium Refund" means any portion of the remainder of premium plus any 
reserves being released by The Principal after all claims, charges, expenses, taxes, amounts to 
fund deficits, and any other amounts deducted by The Principal have been funded fully, which is 
determined by The Principal to be distributable for the benefit of the participants in this group 
insurance or of the employee welfare benefit plan for which this Group Policy was purchased.  
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Any Experience Premium Refund will be determined by The Principal according to a formula 
developed by The Principal for all policies of a class. 
 
[This Group Policy and all group policies issued by The Principal to the [Policyholder or its 
subsidiaries] [Participating Unit or its subsidiaries] will be combined and treated as one policy 
for the purpose of determining any Experience Premium Refund.]] 
 
 
Article [10] - Workers' Compensation Not Affected 
 
This Group Policy is not in place of and does not affect nor fulfill the requirements for Workers' 
Compensation Insurance. 
 
 

[63] [Article [11] - Dependent Rights 
 
A Dependent will have no rights under this Group Policy except as set forth in PART III, 
Section D, Article 2 and Section F, Article 2.] 
 
Article [12] - Policy Interpretation 
 
The Principal has complete discretion to construe or interpret the provisions of this group 
insurance policy, to determine eligibility for benefits, and to determine the type and extent of 
benefits, if any, to be provided.  The decisions of The Principal in such matters shall be 
controlling, binding, and final as between The Principal and persons covered by this Group 
Policy, subject to the Claims Procedures in PART IV, Section C[.] 
 
[Article [13] – Electronic Transactions 
 
Any transaction relating to this Group Policy may be conducted by electronic means if 
performance of the transaction is consistent with applicable state and federal law. 
 
Any notice required by the provisions of this Group Policy given by electronic means will have 
the same force and effect as notice given in writing. 
 
[Article [14] – Value Added Service 

[64] 
The Principal reserves the right to offer or provide to a [Policyholder] [Participating Unit] a 
[vision discount plan] [and] [or][health club discount][or any other value added service] for the 
employees of the [Policyholder] [Participating Unit].  In addition, The Principal may arrange for 
third party service providers (i.e. [optometrists], [health clubs]), to provide discounted goods and 
services to those [Policyholders] [Participating Units] of The Principal.  While The Principal has 
arranged these goods, services and third party provider discounts, the third party service 
providers are liable to the Members for the provisions of such goods and services.  The Principal 
is not responsible for the provision of such goods or services nor is it liable for the failure of the 
provision of the same. Further, The Principal is not liable to the Members for the negligent 
provisions of such goods and/or services by the third party service providers.]    
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PART II - POLICY ADMINISTRATION 
 

Section B - Premiums 
 
[Article 1 - Payment Responsibility; Due Dates; Grace Period 

[65] 
 

The Policyholder is responsible for collection and payment of all premium due while this Group 
Policy is in force. Payments must be sent to the home office of The Principal in Des Moines, 
Iowa. 

[65A] 
The first premium is due on the Date of Issue of this Group Policy.  Each premium thereafter 
will be due on [the first of each Insurance Month].  Except for the first premium, a Grace Period 
of 31 days will be allowed for payment of premium.  "Grace Period" means the first 31-day 
period following a premium due date.  The Group Policy will remain in force until the end of the 
Grace Period, unless the Group Policy has been terminated by notice as described in this PART 
II, Section C.  The Policyholder will be liable for payment of the premium for the time this 
Group Policy remains in force during the Grace Period.]   [If the required premium is not 
received at The Principal [prior to] [within [ten] calendar days of] the premium due date, the 
Policyholder may be assessed a late payment fee.]  [If premiums are paid electronically and there 
are not sufficient funds in the designated bank account on the date the premiums are deducted or 
transferred, or if a check is returned because of insufficient funds, the [Policyholder] [Participating 
Unit] will be assessed an insufficient funds fee.]  

[66] 
[Article 1 - Payment Responsibility; Due Dates; Grace Period 
 
 
The Participating Unit is responsible for collection and payment of all premium due while the 
Participating Unit remains covered under this Group Policy.  Payments must be sent to the home 
office of The Principal in Des Moines, Iowa. 
 
For each Participating Unit:  The first premium is due on the date the Unit becomes a Participating 
Unit.  Each premium thereafter will be due on [the first of each Insurance Month].  Except for the 
first premium, a Grace Period of 31 days will be allowed for payment of premium.  "Grace Period" 
means the first 31-day period following a premium due date.  The Participating Unit’s coverage will 
remain in force until the end of the Grace Period, unless the Participating Unit’s coverage has been 
terminated by notice as described in this PART II, Section C.  The Participating Unit will be liable 
for payment of the premium for the time coverage under this Group Policy remains in force during 
the Grace Period.]  

[66A] 
[If the required premium is not received at The Principal [prior to] [within [10] calendar days of] the 
premium due date, the Participating Unit may be assessed a late payment fee.]  [If premiums are 
paid electronically and there are not sufficient funds in the designated bank account on the date the 
premiums are deducted or transferred, or if a check is returned because of insufficient funds, the 
[Policyholder] [Participating Unit] will be assessed an insufficient funds fee.]  
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Article 2 - [Initial] Premium Rates 
 

[67] [The [initial] premium rate(s) for each Member insured for Medical Expense Insurance will be [as 
determined for each Participating Unit]: 

 
 [Member Without Dependents............................................... $ 250.00 
 Member and All Dependents .................................................  350.00] 
 
Article 3 - Premium Rate Changes 

 
 The Principal may change a premium rate [for each Participating Unit] on any of the following 

dates: 
[68] 

[a. on any premium due date,  if the rate has then been in force 12 months or more and if Written 
notice is given to the [Policyholder]  [Participating Unit]  at least 31 days before the date of 
change;  or] 

[69] 
[b on any premium due date, after the initial premium rate has been in force 12 months or more 

and if Written notice is given to the [Policyholder] [Participating Unit] at least 31 days before 
the date of change; or] 

 
c. on any date the definition of Member [or Dependent] is changed; or 
 
d. on any date that a schedule of insurance or class of insured Members is changed; or 
 

[70] [e. on any date that the number of insured Members covered under this Group Policy change (i) 
[15%] or more in any given month, or (ii) [30%] or more in any three consecutive month 
period; or 

 
[70A] [f. on any date, including retrospectively, if the premium rates reflected in Part II, Section B, 

Article 2 were based on a misrepresentation relating to health status or prior claims 
experience that materially impacted The Principal's underwriting of the risk.] 

 
If the [Policyholder] [Participating Unit] agrees to participate in the electronic services program of 
The Principal and, at a later date elects to withdraw from participation, such withdrawal may result a 
fee being charged to the [Policyholder] [Participating Unit]. 

[71] 
[If the [Policyholder] [Participating Unit] elects not to participate in the electronic services program 
of The Principal, such election may result in administrative fees being charged to the [Policyholder] 
[Participating Unit].] 
 
Article 4 - Premium Amount 

 
[For each Participating Unit:]  The amount of premium to be paid on each due date will be the sum 
of the premium rates then in effect for all Members then insured.  [The Principal may change a 
premium rate for a Member on any premium due date if the age of the Member has changed since 
the last premium due date.] 
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[If a Member is added or a present Member's insurance is increased or terminated on other than the 
first day of an Insurance Month, premium for that Member will be adjusted and applied as if the 
change were to take place on the first of the next following Insurance Month.] 

[72] 
[If a Member’s coverage is terminated, notice of the termination should be provided to The 
Principal within [31] days of the termination date.  Failure to notify The Principal of the termination 
of coverage within [31] days will result in the [Policyholder] [Participating Unit] being liable for the 
difference between the premium paid and all benefits provided or claims verified and/or paid after 
the date of termination.] 

[72A] 
[If a Member’s coverage terminates notification must be received by The Principal within [31] 
working days of the termination date.  If the required notification is not received within [31] 
working days, the [Policyholder] [Participating Unit] will be assessed a failure to notify fee.] 
 
[Refund of premium for late reported terminations are not available unless otherwise specifically 
required by law.] 
 
Article 5 - Contributions from Members 

[73] 
Members [are] [not] [may be] required to contribute a part of the premium for their insurance under 
this Group Policy.  
 
[Members [are] [not] [may be] required to contribute [a part] [all] of the premium for their 
Dependent's insurance under this Group Policy.] 
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PART II - POLICY ADMINISTRATION 
 

Section C - Policy Termination 
 
 
Article 1 - Failure to Pay Premium 
 
[A Participating Unit's coverage under] This Group Policy will terminate at the end of a Grace 
Period if total premium due has not been received by The Principal before the end of the Grace 
Period.  Failure by [the Policyholder] [a Participating Unit] to pay the premium within the Grace 
Period will be deemed notice by the [Policyholder] [Participating Unit] to The Principal to 
discontinue [coverage for that Participating Unit under] this Group Policy at the end of the Grace 
Period. 
 
 
Article 2 - Termination By Notice 
 
The [Policyholder] [Participating Unit] may terminate [its coverage under]  this Group Policy 
effective on the day before a premium due date by giving Written notice to The Principal prior to 
that premium due date.  [The Participating Unit's issuance of a stop-payment order for any 
amounts used to pay premiums for the Participating Unit's insurance will be considered Written 
notice from the Participating Unit.] 
 
The Principal may nonrenew or terminate [a Participating Unit's coverage under] this Group 
Policy for the reasons described in Article 3 below.  The effective date of any such nonrenewal 
or termination and the applicable notice provisions will be as described in Article 4 below. 
 
 
Article 3 - Renewability Provisions 
 
[A Participating Unit's coverage under] This Group Policy is renewable, with respect to all 
Members [and Dependents], at the option of the [Participating Unit][Policyholder].  However, 
the Principal has the right to nonrenew or terminate [a Participating Unit's coverage under] this 
Group Policy for any of the following reasons: 
 
a. Nonpayment of Premium.  The [Policyholder][Participating Unit] has failed to pay 

premium in accordance with the requirements of this Group Policy. 
 
b. Fraud or Misrepresentation.  The [Policyholder] [Participating Unit] has performed an act 

or practice that constitutes fraud or has made an intentional misrepresentation of material 
fact under the terms of this Group Policy. 
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c. Violation of Participation or Contribution Rules.  The [Policyholder][Participating Unit] 
has failed to comply with a material provision of this Group Policy relating to group 
participation or employer contribution rules. 

 
[d. Movement Outside the Service Area.  There is no longer any insured person who lives, 

resides or works in the provider network's service area.] 
 
[e. Termination of HMO Coverage.  The [Policyholder][Participating Unit] terminates 

coverage from the Designated HMO.] 
 
f. Relocation of the Group.  The [Policyholder][Participating Unit] relocates to a state where 

the Principal has ceased to offer Health Insurance Coverage in the Large Group Market. 
 
g. Termination of Coverage in The Large Group Market.  The Principal ceases to offer Health 

Insurance Coverage in the Large Group Market in the State of [_____________]. 
 

h. No Longer Actively Engaged in Business.  The [Policyholder] [Participating Unit] ceases 
to be actively engaged in business for profit within the meaning of the Internal Revenue 
Code, or be established as a legitimate non-profit organization within the meaning of the 
Internal Revenue Code.  

[75] 
[i. No Longer an association member.  The Participating Unit ceases to be an active member 

or associate member of the [John Doe Association].]    
 
[In addition, a Participating Unit's coverage under this Group Policy is subject to termination 
according to the terms and conditions outlined in PART V, Section E.] 
 
For the purpose of these provisions, "Large Group Market" means the health insurance market 
under which individuals obtain Health Insurance Coverage (directly or through any arrangement) 
on behalf of themselves and their dependents through a Group Health Plan maintained by a 
Large Employer.  "Large Employer" means an employer that employed an average of at least 
[51] eligible employees on business days during the preceding calendar year. 
 
 
Article 4 - Nonrenewal or Termination:  Effective Date and Notice Provisions 
 
Termination of [a Participating Unit's coverage under] this Group Policy due to the [Participating 
Unit's][Policyholder's] nonpayment of premium will be as described in Article 1 above. 
 
Nonrenewal or termination by The Principal of [a Participating Unit's coverage under] this 
Group Policy for any other reason, as described in Article 3 above, will be subject to the 
effective date and notice provisions set forth in this Article. 
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[76] 
a. Fraud or Misrepresentation, [Movement Outside The Service Area,][Termination of HMO 

Coverage,];Relocation of the Group or No Longer Actively Engaged in Business [or No 
Longer an association member]:  The termination date will be the day immediately 
preceding the premium due date specified by The Principal in its Written notice to the 
[Policyholder][Participating Unit].  The Principal will give such notice at least [31 days] 
prior to the termination date. 

[77] 
b. Violation of Participation or Contribution Rules:  The termination date will be on any 

premium due date. The Principal will give Written notice of termination to the 
[Policyholder][Participating Unit] at least [31 days] prior to the termination date. 

 
c. Termination of Coverage in The Large Group Market:  The termination date will be the day 

immediately preceding the premium due date specified by The Principal in its Written 
termination notice.  Such notice will be provided to the state's insurance regulator, each 
[Policyholder][Participating Unit] and all insured persons at least [180 days] prior to the 
termination date. 

 
Article 5 - [Policyholder] [Participating Unit] Responsibility to Members 
 
If this Group Policy terminates for any reason, the [Policyholder] [Participating Unit] must: 
 
a. notify each Member of the effective date of the termination; and 
 
b. refund or otherwise account to each Member all contributions received or withheld from 

Members for premiums not actually paid to The Principal. 
 
[If a Participating Unit's coverage under this Group Policy terminates for any reason, the 
provisions of PART V, Section E will also apply.] 
 
 
Article 6 - Policy Changes 
 
a. Changes by The Principal 
 

The Principal has the right to make certain modifications to [a Participating Unit's coverage 
under] the Group Policy as of any Policy Anniversary as provided in PART II, Section A. 

[78] 
In addition, The Principal may discontinue offering a particular type of health insurance 
coverage as of [any premium due date].  In this event, The Principal will: 
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(1) Provide notice of such discontinuance to [each Policyholder][Participating Unit], and 
to all persons covered under such coverage, at least [90 days] prior to the date of 
discontinuance; and 

(2) Offer to each [Policyholder][Participating Unit] the option to purchase other health 
insurance coverage currently being offered by The Principal in the Large Group 
Market, as defined in Article 3.  Such offer will be uniformly applied to all 
[Policyholders][Participating Units] in the Large Group Market, without regard to 
claims experience or any other health-related factor. 

 
b. Changes Requested by the [Policyholder][Participating Unit] 
 

[The Policyholder][A Participating Unit] may request modification of policy provisions.  If 
The Principal agrees to such modification, it will be effective on the premium due date 
mutually agreed to by the [Policyholder][Participating Unit] and The Principal. 
 

[Article 7 – Reinstatement 
[79] 

 If this Group Policy terminates, it may be reinstated as determined by The Principal.  
Reinstatement requests must be submitted in Writing by the [Policyholder] [Participating Unit] 
and are subject to the approval of The Principal and are not guaranteed.  
 
[A [Policyholder] [Participating Unit] that requests reinstatement may be assessed a 
reinstatement fee.]]   
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PART II - POLICY ADMINISTRATION 
 

Section C - Policy Termination 
 
 
Article 1 - Failure to Pay Premium 
 
[A Participating Unit's coverage under] This Group Policy will terminate at the end of a Grace 
Period if total premium due has not been received by The Principal before the end of the Grace 
Period.  Failure by [the Policyholder] [a Participating Unit] to pay the premium within the Grace 
Period will be deemed notice by the [Policyholder] [Participating Unit] to the Principal to 
discontinue [coverage for that Participating Unit under] this Group Policy at the end of the Grace 
Period. 
 
 
Article 2 - Termination By Notice 
 
The [Policyholder] [Participating Unit] may terminate [its coverage under] this Group Policy 
effective on the day before a premium due date by giving Written notice to The Principal prior to 
that premium due date.  [The Participating Unit's issuance of a stop-payment order for any 
amount used to pay premium for the Participating Unit's insurance will be considered Written 
notice from the Participating Unit.] 
 
The Principal may nonrenew or terminate [a Participating Unit's coverage under] this Group 
Policy for the reasons described in Article 3 below.  The effective date of any such nonrenewal 
or termination and the applicable notice provisions will be as described in Article 4 below. 
 
 
Article 3 - Renewability Provisions 
 
[A Participating Unit's coverage under] this Group Policy is renewable, with respect to all 
Members [and Dependents], at the option of the [Participating Unit][Policyholder].  However, 
The Principal has the right to nonrenew or terminate [a Participating Unit's coverage under] this 
Group Policy for any of the following reasons: 
 
a. Nonpayment of Premium.  The [Policyholder][Participating Unit] has failed to pay 

premium in accordance with the requirements of this Group Policy. 
 
b. Fraud or Misrepresentation.  The [Policyholder] [Participating Unit] has performed an act 

or practice that constitutes fraud or has made an intentional misrepresentation of material 
fact under the terms of this Group Policy. 
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c. Violation of Participation or Contribution Rules.  The [Policyholder][Participating Unit] 
has failed to comply with a material provision of this Group Policy relating to group 
participation or employer contribution rules. 

 
[d. Movement Outside the Service Area.  There is no longer any insured person who lives, 

resides or works in the provider network's service area.] 
 
[e. Termination of HMO Coverage.  The [Policyholder][Participating Unit] terminates 

coverage from the designated HMO.] 
 
[f. Cessation of Small-Employer Status.  The employer has ceased to be a Small Employer [as 

defined in PART I].  ["Small Employer" means an employer that employed an average of at 
least [two] but not more than [50] eligible employees on business days during the 
preceding calendar year.] 

 
g. Relocation of the Group.  The [Policyholder][Participating Unit] relocates to a state where 

The Principal has ceased to offer Health Insurance Coverage in the Small Group Market. 
 
h. Termination of Coverage in The Small Group Market.  The Principal ceases to offer Health 

Insurance Coverage in the Small Group Market in the State of Arkansas. 
 

i. No Longer Actively Engaged in Business.  The [Policyholder] [Participating Unit] ceases 
to be actively engaged in business for profit within the meaning of the Internal Revenue 
Code, or be established as a legitimate non-profit organization within the meaning of the 
Internal Revenue Code.  

[75] 
[j. No Longer an association member.  The Participating Unit ceases to be an active member 

or associate member of the [John Doe Association].] 
 
[In addition, a Participating Unit's coverage under this Group Policy is subject to termination 
according to the terms and conditions outlined in PART V, Section E.] 
 
For the purpose of these provisions, "Small Group Market" means the health insurance market 
under which individuals obtain Health Insurance Coverage (directly or through any arrangement) 
on behalf of themselves and their dependents through a Group Health Plan maintained by a 
Small Employer, as defined [in PART I][above]. 
 
 
Article 4 - Nonrenewal or Termination:  Effective Date and Notice Provisions 
 
Termination of [a Participating Unit's coverage under] this Group Policy due to the [Participating 
Unit's][Policyholder's] nonpayment of premium will be as described in Article 1 above. 
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Nonrenewal or termination by The Principal of [a Participating Unit's coverage under] this 
Group Policy for any other reason, as described in Article 3 above, will be subject to the 
effective date and notice provisions set forth in this Article. 

[76] 
a. Fraud or Misrepresentation, [Movement Outside The Service Area,][Termination of HMO 

Coverage,] Relocation of the Group or No Longer Actively Engaged in Business [or No 
Longer an association member]:  The termination date will be the day immediately 
preceding the premium due date specified by The Principal in its Written notice to the 
[Policyholder][Participating Unit].  The Principal will give such notice at least [31 days] 
prior to the termination date. 

[77] 
b. Violation of Participation or Contribution Rules, or Cessation of Small Employer Status:  

The termination date will be on any premium due date.  The Principal will give Written 
notice of termination to the [Policyholder][Participating Unit] at least [31 days] prior to the 
termination date. 

 
c. Termination of Coverage in The Small Group Market:  The termination date will be the day 

immediately preceding the premium due date specified by The Principal in its Written 
termination notice.  Such notice will be provided to the state's insurance regulator, each 
[Policyholder][Participating Unit] and all insured persons at least [180 days] prior to the 
termination date. 

 
 
Article 5 - [Policyholder] [Participating Unit] Responsibility to Members 
 
If this Group Policy terminates for any reason, the [Policyholder] [Participating Unit] must: 
 
a. notify each Member of the effective date of the termination; and 
 
b. refund or otherwise account to each Member all contributions received or withheld from 

Members for premiums not actually paid to The Principal. 
 
[If a Participating Unit's coverage under this Group Policy terminates for any reason, the 
provisions of PART V, Section E will also apply.] 
 
 
Article 6 - Policy Changes 
 
a. Changes by The Principal 
 

The Principal has the right to make certain modifications to [a Participating Unit's coverage 
under] the Group Policy as of any Policy Anniversary as provided in PART II, Section A.  
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Any such modification will be effective on a uniform basis among all Group Health Plans 
in the Small Group Market with that same product. 

[78] 
In addition, The Principal may discontinue offering a particular type of health insurance 
coverage as of [any premium due date].  In this event, The Principal will: 

 
(1) Provide notice of such discontinuance to each [Policyholder][Participating Unit], and 

to all persons covered under such coverage, at least [90 days] prior to the date of 
discontinuance; and 

 
(2) Offer to each [Policyholder][Participating Unit] the option to purchase any other 

health insurance coverage currently being offered by The Principal in the Small 
Group Market, as defined in Article 3.  Such offer will be uniformly applied to all 
[Policyholders] [Participating Units] in the Small Group Market, without regard to 
claims experience or any other health-related factors. 

 
b. Changes Requested by the [Policyholder][Participating Unit] 
 

[The Policyholder][A Participating Unit] may request modification of policy provisions.  If 
The Principal agrees to such modification, it will be effective on the premium due date 
mutually agreed to by the [Policyholder][Participating Unit] and The Principal. 

 
[Article 7 – Reinstatement 

[79] 
If this Group Policy terminates, it may be reinstated as determined by The Principal.  
Reinstatement requests must be submitted in Writing by the [Policyholder] [Participating Unit] 
and are subject to the approval of The Principal and are not guaranteed.  
 
[A [Policyholder] [Participating Unit] that requests reinstatement may be assessed a 
reinstatement fee.]] 



PART III - INDIVIDUAL REQUIREMENTS AND RIGHTS 
 
GC 5007 (R) Section B - Effective Dates, Page 1 

PART III - INDIVIDUAL REQUIREMENTS AND RIGHTS 
 

Section B - Effective Dates 
 
 
Article 1 - Member Medical Expense Insurance 

[79B] 
[a. Effective Date for [Noncontributory] Insurance 
 

[Unless a Member waives coverage in writing and is covered under another group medical 
policy,] insurance for which the Member contributes no part of premium will become 
effective on the date the Member is eligible.  Insurance must be requested on a form 
provided by The Principal.  
 
If request for [noncontributory] insurance is made more than 31 days after the date an 
individual is eligible and other than during an Annual Open Enrollment Period described in 
d. (3) below or Special Enrollment Period described in d. (4) below, insurance for such 
individual will become effective as described for Late Enrollees in d. (1) and d. (2) below. 

 
If request for [noncontributory] insurance is made more than 31 days after the date an 
individual is eligible but during an Annual Open Enrollment Period as described in d. (3) 
below, insurance for such individual will become effective as described in d. (3) below. 

 
If request for [noncontributory] insurance is made more than 31 days after the date an 
individual is eligible but during a Special Enrollment Period described in d. (4) (a), (b), (c) 
(d) or (e) below, insurance for such individual will become effective as described in d. (4) 
(a), (b), (c) (d) or (e) below.] 

[79A] 
 If request for [noncontributory] insurance is made more than 60 days after the date an 

individual is eligible but during a Special Enrollment Period described in d. (4) (f) below, 
insurance for such individual will become effective as described in d. (4) (f) below.] 

 
[b. Effective Date for [Contributory] Insurance 
 

[If a Member is to contribute a part of premium,] insurance must be requested on a form 
provided by The Principal.  The requested insurance will become effective on: 

 
(1) the date the Member is eligible, if the request is made on or before that date; or 
(2) [the first of the Insurance Month coinciding with or next following] the date of the 

Member's request, if the request is made within 31 days after the date the Member is 
eligible.] 

 
[b. Effective Date for [Contributory] Insurance 
 

 [If a Member is to contribute a part of the premium,] insurance must be requested in a form 
provided by The Principal.  The requested insurance will become effective on the date the 
Member is eligible, if the request is made on or before that date or within 31 days after the 
date the Member is eligible.] 

   
If request for [contributory] insurance is made more than 31 days after the date an 
individual is eligible and other than during an Annual Open Enrollment Period described in 
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d. (3) below or Special Enrollment Period described in d. (4) below, insurance for such 
individual will become effective as described for Late Enrollees in d. (1) and d. (2) below. 

 
If request for [contributory] insurance is made more than 31 days after the date an 
individual is eligible but during an Annual Open Enrollment Period as described in d. (3) 
below, insurance for such individual will become effective as described in d. (3) below. 

 
If request for [contributory] insurance is made more than 31 days after the date an 
individual is eligible but during a Special Enrollment Period described in d. (4) (a), (b), (c) 
(d) or (e) below, insurance for such individual will become effective as described in d. (4) 
(a), (b), (c) (d) or (e) below. 

[79A] 
If request for [contributory] insurance is made more than 60 days after the date an 
individual is eligible but during a Special Enrollment Period described in d. (4) (f) below, 
insurance for such individual will become effective as described in d. (4) (f) below.] 

 
c. Statement of Health Requirements 
 

A statement of health, in a form provided by The Principal, may be required from each 
Member when he or she first requests insurance under this Group Policy.  The statement of 
health will be used for [rating the group], case management or reinsurance purposes. In no 
event will a person be declined for insurance, or charged an additional premium, due to his 
or her health status. 
 
d. Late Enrollment Provisions 

 
(1) Definition 

 
Late Enrollee.  Late Enrollee means, with respect to coverage under an 
employer's Group Health Plan, a Member [or Dependent] who enrolls under 
such plan other than during: 
 
(a) the first period in which the individual is eligible to enroll under the Group 

Health Plan; or 
(b) a Special Enrollment Period described in d. (4) below. 
 
For the purpose of (a) above, only the most recent period of eligibility will be 
considered in determining whether an individual is a Late Enrollee if: 
 
(a) the individual loses eligibility under the Group Health Plan or due to a 

general suspension of the Group Health Plan; and 
(b) the individual later becomes eligible again under the Group Health Plan or 

due to resumption of the Group Health Plan's coverage. 
 
The term "Late Enrollee" also means a Member [or Dependent] who: 
 
(a) was previously insured under this Group Policy, but elected to terminate 

the insurance; and 
(b) reapplies for insurance more than 31 days after the termination date; and 
(c) does not qualify for one of the Special Enrollment Periods described in d. 

(4) below. 
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(2) Effective Date for Late Enrollees 

 
If a Late Enrollee requests insurance other than during an Annual Open 
Enrollment Period or Special Enrollment Period, the effective date of insurance 
for such Late Enrollee will be the next Policy Anniversary date, provided on 
such date: 

 
(a) the Member continues to meet the Group Policy's definition of a Member 

[; and 
(b) for Dependent coverage, the Dependents continue to meet the Group 

Policy's definition of Dependent]. 
 

The individual will be subject to the Group Policy's Preexisting Condition 
Exclusion provisions, as described in PART IV, Section E, when his or her 
insurance becomes effective. 

 
  (3) Annual Open Enrollment Period 

 
An Annual Open Enrollment Period will be available for any Member [or 
Dependent] who failed to enroll: 

 
(a) during the first period in which he or she was eligible to enroll, or during 

any subsequent Special Enrollment Period, as described in d. (4) below; or 
(b) during any previous Annual Open Enrollment Period; or 
(c) within 31 days after the termination date, if the individual was previously 

insured under this Group Policy but elected to terminate the insurance. 
 

To qualify for enrollment during the Annual Open Enrollment period, the 
Member [or Dependent]: 

 
(a) must meet the eligibility requirements described in this Group Policy, 

including satisfaction of any applicable Waiting Period; and 
(b) may not be covered under an alternate medical expense coverage offered 

by the [Policyholder][Participating Unit] unless the Annual Open 
Enrollment Period happens to coincide with a separate open enrollment 
period established for coverage election. 

 
The Annual Open Enrollment Period is the one-month period immediately prior 
to the Policy Anniversary date [or another period of time requested by the 
[Policyholder] [Participating Unit] and accepted by The Principal]. 

 
The effective date for any such individual requesting insurance during the 
Annual Open Enrollment Period will be the day immediately following 
completion of the Annual Open Enrollment Period. 

 
The individual will be subject to the Group Policy's Preexisting Condition 
Exclusion provisions, as described in PART IV, Section E, when his or her 
insurance becomes effective. 
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 (4) Special Enrollment Periods 
 

If request for a Member's [or Dependent's] enrollment is made after the first 
period in which the individual was eligible to enroll but during a Special 
Enrollment Period as described below, that Member [or Dependent] will be a 
Special Enrollee and will not be considered a Late Enrollee. 
 
The Special Enrollment Periods are: 

 
(a) Loss of Other Coverage:  A Special Enrollment Period will apply to a 

Member [or Dependent] if all the following conditions are met: 
 

(i) the individual [Member or Dependent] was covered under another 
Group Health Plan or had other Health Insurance Coverage at the 
time of his or her initial eligibility, and declined enrollment solely 
due to the other coverage; and 

(ii) the other coverage terminated due to loss of eligibility (including 
loss due to divorce or legal separation, [or termination of a Domestic 
Partner relationship,] death, cessation of dependent status, 
termination of employment or reduction in work hours), incurring a 
claim that meets or exceeds the other coverage lifetime limit on all 
benefits, when the individual no longer resides, lives, or works in a 
service area and there is no other benefit package available under the 
other Group Health Plan, or when the other Group Health Plan  no 
longer offers any benefits to a class of similarly situated individuals), 
or due to termination of employer contributions (or, if the other 
coverage was under a COBRA or state continuation provision, due to 
exhaustion of the continuation); and 

(iii) request for enrollment is made within 31 days after the other 
coverage terminates or after a claim is denied due to reaching the 
lifetime limit of all benefits under other health coverage. 

 
 The effective date of insurance will be [the first of the Insurance 

Month coinciding with or next following][the date of the request for 
enrollment.] [the date after the other coverage terminates.] 

 
 NOTE:  For the purpose of (a)(ii) above: 

 
(i) "loss of eligibility" does not include a loss due to failure of the 

individual to pay premiums on a timely basis or termination of 
coverage for cause (such as making a fraudulent claim or an 
intentional misrepresentation of a material fact in connection with 
the health coverage); and 

(ii) "employer contributions" include contributions by any current or 
former employer (of the individual or another person) that was 
contributing to coverage for the individual. 

 
[(b) Newly Acquired Dependents:  A Special Enrollment Period will apply to a 

Member [or Dependent] if: 
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(i) the Member is enrolled (or is eligible to be enrolled but has failed to 

enroll during a previous enrollment period); and 
(ii) a person becomes a Dependent of the Member through marriage, [or 

declaration of a Domestic Partner relationship,] birth, adoption or 
Placement for Adoption; and 

(iii) request for enrollment is made within 31 days after [the later of] the 
date of the marriage, [or declaration of a Domestic Partner 
relationship,] birth, adoption or Placement for Adoption [, or the date 
Dependent Medical Expense Insurance is available to the Member 
under this Group Policy]. 

 
 The effective date of the Member's [or Dependent's] insurance will be: 

 
(i) in the event of marriage [or declaration of a Domestic Partner 

relationship,] [the first of the Insurance Month coinciding with or 
next following] [the date of the request for enrollment] [the date of 
marriage [or declaration of a Domestic Partner relationship]]; or 

(ii) in the event of a Dependent Child's birth, the date of such birth; or 
(iii) in the event of a Dependent Child's adoption or Placement for 

Adoption, the date of such adoption or Placement for Adoption, 
whichever is earlier.] 

 
[(c) Court-Ordered Coverage Under a Qualified Medical Child Support Order 

(OMCSO) or National Medical Support Notice (NMSN):  A Special 
Enrollment Period will apply to a Member's Dependent Child if: 

 
(i) the Member is enrolled (or is eligible to be enrolled but has failed to 

enroll during a previous enrollment period); and 
(ii) the Member has failed to enroll the Dependent Child during a 

previous enrollment period; and 
(iii) the Member is required by a QMCSO or NMSN as defined by 

federal law and state insurance laws to provide health coverage for 
the Dependent Child. 

 
   The request for enrollment: 
 

(i) may be made at any time after the issue date of the QMCSO or 
NMSN; and 

(ii) will apply only to the Member and/or Dependent Child(ren) listed in 
the QMCSO or NMSN. 

 
The effective date of the Member’s or Dependent Child's insurance will be [the 
first of the Insurance Month coinciding with or next following] [the date of the 
request for enrollment] [the date of issue of the QMCSO or NMSN.]. 

 
   A request for enrollment for any Dependent not listed in the QMCSO or NMSN 

will be subject to the regular effective date provisions of this Group Policy.] 
 

[(d) All Other Court-Ordered Coverage:  A Special Enrollment Period will apply to 
a Member's [spouse or] Dependent Child if: 
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(i) the Member is enrolled but has failed to enroll the [spouse or] Dependent 

Child during a previous enrollment period; and 
(ii) the Member is required by a court or administrative order to provide 

health coverage for the [spouse or] Dependent Child; and 
(iii) request for enrollment [for the spouse] is made within 31 days after the 

issue date of the court or administrative order.  [A request for enrollment 
for a Dependent Child may be made at any time after the issue date of the 
court or administrative order.] 

 
The effective date of the [spouse’s or] Dependent Child's insurance will be [the 
first of the Insurance Month coinciding with or next following][the date of the 
request for enrollment.] [the issue date of the court or administrative order.] 

 
[e. Election to Transfer Coverage:  A Special Enrollment Period will apply to a 

Member [and his or her Dependents] if:  
 

(i) the [Policyholder][Participating Unit] offers employees a choice among 
health benefit coverages; and 

(ii) the Member elects to transfer from another of the offered coverages to 
coverage under this Group Policy; and 

(iii) request for enrollment is made during an open enrollment period designated 
by the [Policyholder][Participating Unit] for such transfer.  

 
The effective date of the Member's [and Dependent's] insurance under this Group 
Policy will be the day immediately following the last day of the designated open 
enrollment period described in (e) (iii)] above. 

[79A] 
f. Medicaid or Child Health Insurance Program (CHIP) Plan.  A Special Enrollment 

Period will apply to a Member [and Dependent] if either of the following 
conditions is met: 

 
   (i) the Member [or Dependent] is covered under a Medicaid or CHIP plan and 

coverage is terminated as a result of the loss of eligibility for Medicaid or 
CHIP coverage and request for enrollment is made within 60 days after the 
date coverage is terminated; or 

 
   (ii) The Member [or Dependent] becomes eligible for premium assistance under 

Medicaid or CHIP to purchase coverage under this Group Policy and 
request for enrollment is made within 60 days after the date eligibility for 
premium assistance is determined. 

 
   The effective date of insurance will be [the first of the Insurance Month coinciding 

with or next following] [the date of the request for enrollment] [the day after the 
other coverage terminates or the date of eligibility for premium assistance]. 
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e. Effective Date for Benefit Changes - Change in Member Status 
 

A change in a Member's Scheduled Benefits because of a change in the Member's status 
(insurance class) will be effective on [[the first of the Insurance Month coinciding with or 
next following] the date of change in status] [the later of the date of change in status or the 
date of notification to The Principal]. 

 
Any termination of Scheduled Benefits due to a change in a Member's status (insurance 
class) will be effective on the date of the change in status. 

 
f. Effective Date for Benefit Changes - Change by Policy Amendment  
 

A change in the amount of a Member's Scheduled Benefits because of a change in the 
Schedule of Insurance [elected by the Participating Unit]( as described in PART IV, 
Section A) by amendment to this Group Policy will be effective on the date of change. 

 
[Article 2 - Dependent Medical Expense Insurance] 
 
Dependent Medical Expense Insurance is available only with respect to Dependents of Members 
currently insured for Member Medical Expense Insurance.  If a Member is eligible for 
Dependent Medical Expense Insurance, such insurance will become effective under the same 
terms as set forth for Member Medical Expense Insurance in this Section B, Article 1, except as 
described below: 
 
a. Any required statement of health will be with respect to the health of the Member's 

Dependents. 
 
b. If Dependent Medical Expense Insurance is then in effect for any other Dependent of the 

Member, a Member will be insured with respect to a new Dependent on the date the new 
Dependent is acquired.  [Request for insurance is not required  provided The Principal has 
been notified of the new Dependent within 31 days after the date the Dependent is 
acquired.] 

 
c. A newly born or newly adopted child will be covered under this Group Policy from the 

moment of birth, or on the date of adoption or Placement for Adoption (whichever is 
earlier), provided the child meets the Group Policy's definition of a Dependent Child.  Any 
applicable prior-application [or first of the Insurance Month] provisions will be waived 
with respect to such child.  

 
 However, if payment of a specific premium is required to provide coverage for a Dependent 

Child, the Member must notify The Principal of the birth within 90 days after the date of birth 
or 60 days after the petition for adoption is filed or Placement for adoption in order to have the 
child's coverage continue beyond the 90-day period (60-day period for a newly adopted child).  
If such notice is not given to The Principal within the 90-day period (60-day period for a 
newly adopted child), the child will be subject to the Late Enrollment provisions described in 
this section.  Premium will be charged from the date the child is added as a Dependent.  If the 
request for enrollment is a result of a QMCSO or NMSN, the child will not be a Late Enrollee 
and is eligible for a Special Enrollment Period as described in Article 1 of this section. 
 
If the child's insurance terminates because the Member fails to request coverage for the 
child (or make the required premium payment) within the 90-day period following the 
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child's date of birth, or within the 60-day period after the petition for adoption is filed, date 
of adoption or Placement for adoption, and if the child has not subsequently been added as 
a Dependent as described above, benefits will be payable only for covered expenses 
incurred by the child during the 90-day period (60-day period for a newly adopted child), in 
which insurance was in force. [The [Individual Purchase Rights described in PART III, 
Section F][, and the ][Extended Benefits provisions described in PART IV, Section [A] 
[(17)] will not apply to the child.] 
 

[d. If a Member requests coverage for a Domestic Partner, coverage of the Domestic Partner 
will be in force on the later of: 

 
(i) the date coverage would become effective for a Dependent under the terms of this 

Group Policy; or 
 
(ii) the date The Principal approves the Domestic Partner’s status as a Dependent.]]   

 
[Article 3 - Health Maintenance Organization (HMO) Coverage] 
 
The provisions of this Article apply if [the Policyholder][a Participating Unit] offers coverage 
under an HMO as an alternative to coverage under this Group Policy. 
 
A person who would otherwise be eligible for coverage under this Group Policy, as provided in 
PART III, Section A, may transfer from an HMO to this Group Policy: 
 
a. During the annual open enrollment period designated by the [Policyholder][Participating 

Unit] for such transfer. 
 
b. On any date the Member is transferred or otherwise changes residence to outside the HMO 

service area; or on any date the HMO ceases to operate. 
 
Persons transferring to this Group Policy from the HMO must provide proof of enrollment in the 
HMO.  Enrollment must have terminated on the day before the date of transfer to this Group 
Policy.  If no proof of enrollment is provided, the person will be subject to the Late Enrollment 
provisions described in this section.] 
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PART III - INDIVIDUAL REQUIREMENTS AND RIGHTS 
 

Section D - Continuation 
 
 
Article 1 - Member Medical Expense Insurance 
 
a. Sickness or Injury 

[80] 
 Insurance for a Member who has ceased to be actively employed due to sickness or injury 

may be continued until the earlier of: 
 
 (1) the date insurance would otherwise cease as provided in this PART III, Section C; or 
 (2) [the end of the Insurance Month in which] the Member recovers; or 

(3) [the end of the Insurance Month in which] the Member is covered under the 
USERRA continuation provision; or 

(4) [the end of the Insurance Month after the date] coverage has been continued under 
this Section for [twelve (12)] consecutive months. 

 
[b. Layoff or Approved Leave of Absence] 
 
 Insurance for a Member who has ceased to be actively employed due to layoff or approved 

leave of absence may be continued until the earliest of: 
 
 (1) the date insurance would otherwise cease as provided in this PART III, Section C; or 
 (2) [the end of the Insurance Month in which] the layoff or approved leave of absence 

ends; or 
 (3) the date the Member becomes eligible for any other group medical expense coverage; 

or 
 [(4) the date [one month] after [the end of the Insurance Month in which] the Member has 

ceased to be actively employed. 
 
 If coverage under this Group Policy is subject to COBRA or a state continuation law, this 

continuation period will run concurrent with the COBRA or state continuation period. 
[80A] 

[c. Retirement 
 
 If a Member has ceased to be actively employed due to retirement, as provided in PART I, 

Medical Expense Insurance for that Member may be continued until the date insurance 
would otherwise cease as provided in this PART III, Section C.] 

[80B] 
[d. Comprehensive Medical Overall Lifetime Maximum Payment Limit 
 
 If the Member's Comprehensive Medical Expense Insurance terminates because the total 

amount of benefits paid under this Group Policy on behalf of the Member reaches the 
Comprehensive Medical Overall Lifetime Maximum Payment Limit, insurance under 
[Section B1 (2)][and] [Section B1 (3)] may be continued until the date insurance would 
otherwise cease as provided in this PART III, Section C.] 
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e. State Required – Arkansas 
 
 A Member's Medical Expense Insurance may also be continued as described in Article 3, 

State-Required Continuation. 
  

[80C] [Article 2 - Dependent Medical Expense Insurance] 
 
a. During Continuation of Member Insurance 
 
 Except as otherwise provided in this PART III, Section C, Dependent Medical Expense 

Insurance may remain in force during any period that Member Medical Expense Insurance 
is continued. 

 
b. Developmentally Disabled or Physically Handicapped Children 
 
 (1) Qualification 
 
  Medical Expense Insurance for a child may be continued after the child reaches the 

maximum age for Dependent Children as defined in PART I of this Group Policy, 
provided that: 

 
  - the child is incapable of self-support as the result of a Developmental Disability 

or Physical Handicap and became so before reaching the maximum age and is 
dependent on the Member for primary support; and 

  - except for age, the child continues to be a Dependent Child as defined in PART 
I; and 

  - notice of the child’s incapacity is sent to The Principal when the child reaches the 
maximum age; and 

  - further notice that the child remains incapable of self-support is provided when 
The Principal requests; and 

  - the child undergoes examination by a Physician when The Principal requests.  
The Principal will pay for these examinations and will choose the Physician to 
perform them. 

 
 (2) Period of Continuation 
 
  Insurance for a Dependent Child who qualifies as set forth above may be continued 

until the earlier of: 
 
  - the date insurance would cease for any reason other than the child's attainment 

of the maximum age; or 
  - the date the child becomes capable of self-support or otherwise fails to qualify 

as set forth in (1) above. 
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[81] [c. Comprehensive Medical Overall Lifetime Maximum Payment Limit 
 
 If the Member's Comprehensive Medical Expense Insurance terminates because the total 

amount of benefits paid under this Group Policy on behalf of the Member reaches the 
Comprehensive Medical Overall Lifetime Maximum Payment Limit, his or her Dependent 
Medical Expense Insurance [(including insurance under [Section B (4)][,][and][Section B1 
(2)][Section B1 (3])] will continue until the earliest of: 

 
 (1) the date the Member ceases to be a Member as defined in PART I; or 
 (2) the date Dependent Medical Expense Insurance would otherwise cease as provided in 

this PART III, Section C; or 
 (3) the date the Member's insurance would have otherwise ceased if the Member had not 

exhausted his or her Comprehensive Medical Expense benefits.] 
 
d. State Required – Arkansas 
 
 A Dependent's Medical Expense Insurance may also be continued as described in Article 3, 

State Required Continuation. 
 
 [Continuation is not available to a Domestic Partner or Domestic Partner’s Dependent 

Child as defined in Part I.] 
 
 
Article 3 - State Required Continuation – Arkansas 
 
a. Definitions 
 
 Qualified Person means an individual who, on the day before a Qualifying Event is covered 

under this Group Policy by virtue of being the Member or the Dependent spouse or Dependent 
Child of a Member. 

 
 Qualifying Event means either of the following events which, except for the election to 

continue coverage, would result in a loss of coverage to a Qualified Person. 
 
 (1) termination of the Member's insurance due to termination of employment.  In this 

instance, covered Dependents are eligible for continuation of coverage only if the 
Member has elected to continue coverage under these provisions; or 

 (2) the Member's dissolution of marriage (divorce or legal separation from his or her 
spouse). 
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b. Qualification for Continuation 
 
 A Qualified Person who would lose insurance under the Group Policy because of a Qualifying 

Event may elect to continue the insurance if, on the date insurance would otherwise cease: 
 
 (1) the Qualified Person is not eligible under Medicare; and 
 (2) the Qualified Person is not eligible for Full Coverage under another group medical 

expense plan; and 
 (3) the Qualified Person was continuously insured under this Group Policy for at least the 

three-month period immediately preceding the termination; and 
 (4) this Group Policy is in force [.] [; and] 
 [(5) the Participating Unit's coverage under this Group Policy is in force]. 
 
c. Period of Continuation 
 
 Persons who qualify for continuation as described in b. above may continue insurance until: 
 
 (1) the date this Group Policy is terminated [either in its entirety or for the Participating 

Unit] (the Qualified Person may complete the continuation period under the 
[Policyholder's] [Participating Unit's] replacement coverage, if any); or 

 (2) the date the Qualified Person becomes eligible for Full Coverage under another group 
medical expense plan or for Medicare; or 

 (3) the date insurance would otherwise cease as provided in PART III, Section C; or 
 (4) the end of the period for which premium is paid, if the Qualified Person fails to make 

timely payment of a required premium; or 
 (5) the date insurance has been continued for 120 days. 
 
 NOTE:  With respect to b. (2) and c. (2) above, "Full Coverage" means that all preexisting 

conditions are covered or would be covered under the other plan. 
 
 
 
Article 4 - Federal Required Continuation 
 
a. Consolidated Omnibus Budget Reconciliation Act (COBRA) 
 
 COBRA applies to any employer (excepting the federal government and religious 

organizations) who: 
 
 (1) maintains group health coverage; and 
 (2) normally employed 20 or more employees on a typical business day during the 

preceding calendar year.  For this purpose, "employee" means Full-time employees 
and full-time equivalent for part-time employees. 

 
 Federal law requires that certain group health plans allow qualified persons who would 

otherwise lose coverage under this Group Policy as a result of a qualifying event, to elect to 
continue group coverage under this Group Policy.  If coverage under this Group Policy is 
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continued under Article 1, [or] Article 2 [, or Article 3], above, the continuation coverage 
provided under COBRA will run concurrently with such continuation provision.  

 
 A full description of the COBRA continuation provisions is included in the administration 

material provided to the [Policyholder] [Participating Unit] and in the booklet-certificate. 
 
 [COBRA continuation is not available to a Domestic Partner or Domestic Partner’s 

Dependent Child as defined in PART I.] 
 
b. Family and Medical Leave Act (FMLA) 
 
 Federal law requires that Eligible Employees be provided a continuation period in 

accordance with the provisions of the Federal Family and Medical Leave Act (FMLA). 
 
 This is a general summary of the FMLA and how it affects this Group Policy.  A full 

description of the FMLA continuation provisions is included in the administration material 
provided to the [Policyholder] [Participating Unit]. 

 
 (1) FMLA and Other Continuation Provisions 
 
  These FMLA continuation provisions: 
 
  - are in addition to any other continuation provisions described in this Group 

Policy, if any; and 
  - will run concurrently with any other continuation provisions described in this 

Group Policy for sickness, injury, layoff, or approved leave of absence, if any. 
 
  If continuation qualifies for both state and FMLA continuation, the continuation 

period will be counted concurrently toward satisfaction of the continuation period 
under both the state and FMLA continuation periods. 

 
 (2) Eligible Employer 
 
  Eligible Employer means any employer who is engaged in commerce or in any 

industry or activity affecting commerce who employs 50 or more employees for each 
working day during each of 20 or more calendar work weeks in the current or 
preceding calendar year. 

 
 (3) Eligible Employee 
 
  Eligible Employee means an employee who has worked for the Eligible Employer: 
 
  - for at least 12 months; and 
  - for at least 1,250 hours during the year preceding the start of the leave; and 
  - at a work-site where the Eligible Employer employs at least 50 employees 

within a 75-mile radius. 
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  For this purpose, "employs" has the meaning provided by the Federal Family and 
Medical Leave Act (FMLA). 

 
 (4) Mandated Unpaid Leave 
 
  (a) Eligible Employers are required to allow 12 workweeks of unpaid leave during 

any 12-month period to Eligible Employees for one or more of the following 
reasons: 

 
  - The birth of a child of an Eligible Employee and in order to care for the child; 
  - The placement of a child with the Eligible Employee for adoption or foster care; 
  - To care (physical or psychological care) for the spouse, child, or parent of the 

Eligible Employee, if they have a "serious health condition"; 
  - A "serious health condition" that makes the Eligible Employee unable to 

perform the functions of his or her job; or  
  - because of a “qualifying exingency” arising out of a spouse, son, daughter or 

parent on active duty or having been notified of a call to active duty. 
 
  (b)  Eligible Employers are required to allow up to a total of 26 workweeks of 

unpaid leave during any 12 month period to eligible employees to care for a 
“covered service member” with a “serious injury or illness”.   

 
 (5) Reinstatement 
 
  An Eligible Employee's terminated insurance may be reinstated in accordance with 

the provisions of the FMLA. 
 
c. Uniform Services Employment and Reemployment Rights Act of 1994 (USERRA) 
 
 Federal law requires that if a Member's insurance would otherwise end because he or she 

enters into active military duty or inactive military duty for training, the Member may elect 
to continue insurance (including Dependents insurance) in accordance with the provisions 
of the Uniformed Services Employment and Reemployment Rights Act of 1994 
(USERRA). 

 
 Such continued insurance will terminate on the earliest of: 
 
 (1) for a Member and his or her Dependents: 
 
  - the date this Group Policy is terminated [, either in its entirety or for the 

Participating Unit]; or 
  - the end of the premium period for which premium is paid if the Member fails to 

make timely payment of a required premium; or 
  - the date 24 months after the date the Member enters active military duty; or 
  - the date after the day in which the Member fails to return to active employment 

or apply for reemployment with the [Policyholder] [Participating Unit]. 
 
 (2) for a Member's Dependents: 
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  - the date Dependent Medical Expense Insurance would otherwise cease as 

provided in this PART III, Section C; or 
  - [the end of any Insurance Month] [any date] desired, if requested by the 

Member before that date. 
 
 Continuation provisions described in this Group Policy for sickness, injury, layoff, or 

approved leave of absence, if any, may apply.  These continuation provisions, however, 
will terminate on the [end of the Insurance Month in which] [date] the Member is covered 
under the USERRA continuation provision.  If the Member qualifies for USERRA, 
COBRA, or state continuation, the election of one means the rejection of the other. 

 
 The reinstatement time period, as provided in this PART III, Section E, may be extended 

for an approved leave of absence taken in accordance with the provisions of the federal law 
regarding USERRA. 

 
 This is a general summary of the USERRA and how it affects this Group Policy.  A full 

description of the USERRA continuation provisions is included in the administration 
material provided to the [Policyholder] [Participating Unit]. 

 
[82] d. Dependent Continuation: Students on a Medical Leave of Absence   

 
 (1) Qualification for Continuation 
   

  If a child’s insurance would otherwise end because he or she ceases to qualify as a 
Full-Time Student as defined in PART I of this Group Policy due to a medical 
condition, the child’s insurance must continue provided: 

 
  - The Principal has received Written certification Signed by his or her treating 

Physician that the child’s absence from school is medically necessary; and 
  - the Group Policy is in force; and 
  - the child is not eligible for Medicare or other group medical expense coverage. 
 
(2) Period of Continuation 
 
  Such continued insurance will terminate on the earliest of: 
 
  - the date the child reaches the maximum age for a Full-Time Student; or 
  - the certification period for the medically necessary leave of absence has expired 

and no further certification was provided [15 days] prior to the expiration of 
the certification period; or 

  - twelve months has elapsed since the child’s coverage continuation began and 
the child has not returned to school full-time; or 

  - the child advises The Principal that he or she does not intend to return to school 
full-time; or 

  - the child obtains coverage under Medicare or other group medical expense 
coverage; or 

  - the date the child fails to qualify as set forth in (1) above;  
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  - the date the insurance would otherwise cease as provided in PART III, Section 
C. 
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PART IV - BENEFITS 
 

Section A - Medical Expense Insurance (General Provisions) 
 
 
Article 1 - Schedule of Insurance 
 
a. Insurance Class 
 

Subject to the Effective Date provisions of PART III, Section B, Scheduled Benefits for 
Members [and Dependents] will be: 

 
 Class Scheduled Benefits 

[83] 
 All Members [and their Dependents]........  [All benefits as described under PART IV, 

Section [A] [B] and [B1 (2)] [B1 (3)]] 
 

   [All benefits described in this section as elected 
by the Participating Unit.] 

 
b. Maximum Benefits 
 

Benefit payment provided under PART IV, Section [A] [B], for a Member [or Dependent] 
will not exceed: 

 
[Comprehensive Medical 

[84] 
  [Overall Lifetime] Maximum Payment Limit.......................... [Unlimited][$2,000,000] 
 

[Comprehensive Medical 
[85] 

  [Overall Lifetime] Maximum Payment Limit 
 
  - [PPO][Network] Providers............................................. [Unlimited][$2,000,000] 
 
  - Non-[PPO][Network] Providers........................................................[$1,000,000] 
 

[86]  [Prescription Drugs................................................................................. See Section B1 (2)] 
 

[87]  [Mail Service Prescription Drugs .......................................................... See Section B1 (3)] 
 

[As described in the following Part IV Sections, there are other Lifetime Maximum 
Payment Limits applicable to certain medical Treatments or Service.  Benefits paid toward 
all such limits will be counted towards the Overall Lifetime Maximum Payment Limit 
described above, and will reduce the Overall Lifetime Maximum Payment Limit 
accordingly.] 
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Article 2 - Benefit Qualification 
 
A Member [or Dependent] will qualify for payment of the benefits provided for an insurance 
class if: 
 
a. he or she is insured in that class on the date medical Treatment or Service is received; and 
 
b. the claim requirements of this PART IV, Section C, are satisfied. 
 
 
Article 3 - Benefits Payable 
 
Benefits payable under this Group Policy will be as described under PART IV, Section [A] [B] 
[Section B1 (2),] [and] [Section B1 (3)] subject to: 
 
a. the limitations listed in such section(s); and 
 
b. the terms and conditions set forth in: 
 

(1) Utilization Management Program in this PART IV, Section B1 (1[A]); and 
(2) Coordination with Other Benefits in this PART IV, Section F; and 
[(3) Medicare Carveout in this PART IV, Section G; and] 
[(4) Subrogation and Reimbursement in this PART IV, Section H.] 

 
 
Article 3A - Benefits Payable – Required by Federal Law 
 
Subject to the provisions as described in Article 3 above, benefits under this Group Policy will 
be payable for: 
 
a.     Newborns’ and Mothers’ Health Protection Act of 1996 
 

Under Federal law, Group Health Plans generally may not restrict benefits for any Hospital 
length of stay in connection with childbirth for the mother or newborn child to less than 48 
hours following a vaginal delivery, or less than 96 hours following a cesarean section.  
However, Federal law generally does not prohibit the mother’s or newborn’s Physician, after 
consulting with the mother, from discharging the mother or her newborn earlier than 48 hours 
(or 96 hours as applicable).  In any case, a Group Health Plan may not, under Federal law, 
require that a provider obtain authorization from the Group Health Plan for prescribing a 
length of stay not in excess of 48 hours (or 96 hours). 

 
See “Maternity Coverage” under Benefits Payable - State-Required Arkansas below for 
description of how benefits will be payable under the Group Policy. 
 

b.     Women’s Health and Cancer Rights Act of 1998 
 

Under Federal law, group health plans and health insurance issuers providing benefits for 
mastectomy must also provide, in connection with the mastectomy for which the 
participant or beneficiary is receiving benefits, coverage for: 
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- all stages of reconstruction of the breast on which the mastectomy has been 

performed; 
- surgery and reconstruction of the other breast to produce a symmetrical appearance; 

and 
- prostheses and physical complications of mastectomy, including lymphedemas; 

 
in a manner determined in consultation between the attending Physician and the patient. 
 
See “Maternity Coverage” under Benefits Payable - State-Required - Arkansas below for 
description of how benefits will be payable under the Group Policy. 

 
b. Women’s Health and Cancer Rights Act of 1998 
 

Under Federal law, group health plans and health insurance issuers providing benefits for 
mastectomy must also provide, in connection with the mastectomy for which the 
participant or beneficiary is receiving benefits, coverage for: 

 
- all stages of reconstruction of the breast on which the mastectomy has been 

performed; 
- surgery and reconstruction of the other breast to produce a symmetrical appearance; 

and 
- prostheses and physical complications of mastectomy, including lymphedemas; 

 
in a manner determined in consultation between the attending Physician and the patient. 

 
Also see “Mastectomy and Services Incidental to a Mastectomy” under Benefits Payable – 
State Required - Arkansas below. 

 
 
Article 3B - Benefits Payable - State Required – Arkansas 
 
Subject to the provisions as described in Article 3 above, benefits under this Group Policy will 
be payable for: 
 
a. Children's Preventive Pediatric Care Services 
 

Benefits payable for a Dependent Child will include Covered Charges incurred for 
Children's Preventive Health Care Services as described below: 

 
(1) Definitions 

 
Children's Preventive Pediatric Care Services mean Physician-delivered or Physician-
supervised services for eligible Dependents from birth through age 18 with Periodic 
Preventive Care Visits. 
 
Periodic Preventive Care Visits mean the routine tests and procedures for the purpose 
of detection of abnormalities or malfunctions of bodily systems and parts according to 
accepted medical practice. 
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(2) Covered Services 
 

For the purpose of these state-required benefits, Children's Preventive Health Care 
Services will be the services delivered at the interval and scope described below.  
Benefits will be payable for a minimum of 20 lifetime Periodic Preventive Care Visits 
for each Dependent Child at the following age intervals:  birth, two weeks, two 
months, four months, six months, nine months, 12 months, 15 months, 18 months, 
two years, three years, four years, five years, six years, eight years, ten years, 12 
years, 14 years, 16 years, and 18 years of age. 

 
Covered Services at each Periodic Preventive Care Visit include a history, physical 
examination, developmental assessment, anticipatory guidance, appropriate 
immunizations, and laboratory tests in keeping with prevailing medical standards. 

 
(3) Rate of Payment 

[86A] 
For other than recommended immunization services, benefits will be payable the 
same as described in PART IV – Section [A (7)] [B (7)], b. Pediatric Vaccines.  
However, if this results in a benefit payable amount that is less than the current 
Arkansas Medicaid reimbursement rate shown in the current edition of the Arkansas 
Medicaid Early Periodic Screening Diagnosis and Treatment (EPSDT) manual, the 
reimbursement rate shown in such manual will be the benefit payable.  Benefits 
payable for each age interval will be limited to one Periodic Preventive Care Visit to 
one provider for any or all of the Covered Services provided at each Periodic 
Preventive Care Visit. 

 
Benefits for recommended immunization services will be payable at 100% of 
Prevailing Charges and no Deductible,[copayment,] coinsurance or other dollar limit 
will be applied. 

 
NOTE:  This benefit will be coordinated with the Pediatric Vaccine Benefit in PART IV, 
Section [A (7)][B (7)]. 

 
b. Diabetic Equipment, Supplies, and Diabetic Self-Management Training 
 

Covered Charges will include equipment, supplies, and related services for the treatment of 
Type I, Type II, and gestational diabetes, when medically necessary and recommended or 
prescribed by a Physician or other healthcare provider legally authorized to prescribe.  The 
benefits will be payable on the same basis as for any other covered Treatment or Service. 

 
Covered Charges will also include diabetes self-management training.  "Diabetes Self-
Management Training" means instruction in an inpatient or outpatient setting, including 
medical nutrition therapy relating to diet, caloric intake and diabetes management, 
designed to enable diabetic patients to understand the diabetic management process and 
daily management of diabetic therapy.  Programs whose only purpose is weight reduction 
are excluded. 

 
Coverage for diabetes self-management training program is limited to a lifetime benefit of 
one medically necessary training program upon the diagnosis of diabetes; however, 
additional self-management training will be covered if a Physician determines such training 
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is medically necessary due to a significant change in the patient's symptoms or condition.  
Benefits are payable only upon certification by the training provider that the patient has 
successfully completed the diabetes self-management training. 

 
Diabetes self-management training must be supervised by a Physician or other licensed 
healthcare provider legally authorized to prescribe.  The training must be provided by a 
health care professional certified in diabetes care and treatment. 

 
NOTE:  For the purpose of these state-required benefits, the following diabetic supplies 
will be payable under PART IV – Benefits, [1 - Section B (5) – Prescription Drug Expense 
[or PART IV – Benefits, Section B (6) – Mail Service Prescription Drug Expense]][2 - 
Section A (3)]: insulin; and other antihyperglycemic medications, disposable insulin 
needles/syringes; disposable blood/urine glucose acetone testing agents (e.g. Chemstrips, 
Acetest tablets, and Clinitest tables); lancets; glucometers (limited to no more than one 
each calendar year); and alcohol swabs. 

 
All other diabetic supplies will be payable the same as for any other covered Treatment or 
Service under Benefits Payable – State Required – Arkansas. 

 
c. Mammography Services 

[86A] 
Covered Charges will include charges for mammography services.   
 
[1- Benefits will be payable as described in PART IV – Benefits, Section [A (7)][B (7)] 
item d. Mammograms.] [2- If services are provided by a [PPO][Network] Provider, 
benefits for screening mammograms will be payable the same as the Adult Wellness 
Benefit as described in Section [A (7)].  All other mammograms will be payable the same 
as any other covered Treatment or Service.] 

 
d. Mastectomy and Services Incidental to a Mastectomy 
 
 Covered Charges will include Hospital Inpatient Confinement Charges incurred for a 

mastectomy.  Covered Charges will include charges incurred for reconstructive surgery 
following a mastectomy in a manner determined by the attending Physician in consultation 
with the patient.  This includes: 

 
 (1) surgery and reconstruction of the breast on which the mastectomy has been 

performed; 
 (2) surgery and reconstruction of the other breast to produce a symmetrical appearance; 

and 
 (3) prostheses and physical complications at all stages of a mastectomy, including 

lymphedemas. 
 
 Benefits will be payable for a minimum of 48 hours following a mastectomy.  Benefits will be 

payable the same as for any other covered Treatment or Service; however, the 48-hour 
minimum will not be subject to the Hospital Admission Review or Medically Necessary Care 
requirements of this Group Policy.  Any benefits in excess of the 48-hour minimum will be 
subject to all terms and conditions of this Group Policy that apply to any other covered 
Treatment or Service. 
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e. Maternity Coverage 
 

Covered Charges will include Hospital Inpatient Confinement charges incurred by a 
mother and newborn Dependent Child.  Benefits will be payable for a minimum of 48 
hours following a vaginal delivery and a minimum of 96 hours following a cesarean 
section.  Benefits will be payable the same as for any other covered Treatment or Service; 
however, the 48-hour and 96-hour minimum will not be subject to the Hospital Admission 
Review or Medically Necessary Care requirements of this Group Policy.  Any benefits 
payable in excess of the 48-hour or 96-hour minimum will be subject to all terms and 
conditions of this Group Policy that apply to any other covered Treatment or Service. 

 
[Note:  In no event will benefits be payable under this Group Policy for normal pregnancy.  
Benefits are payable only for Complications of Pregnancy as defined in PART IV - 
Benefits.] 

 
f. Temporomandibular Joint Disorder (TMJ) 
 
 Covered Charges will include charges for medical treatment of musculoskeletal disorders 

affecting any bone or joint in the face, neck, or head, including temporomandibular joint 
disorder and craniomandibular disorder.  Covered Charges will provide both surgical and 
non-surgical.  Covered Charges will include medical necessary diagnosis and treatment of 
these conditions whether they are the result of accident, trauma, congenital defect, 
developmental defect, or opathology.  Covered charges will be the same as provided for 
any other musculoskeletal disorder in the body and will be provided whether prescribed or 
administered by a physician or dentist.  Benefits will be payable the same as for any other 
covered Treatment or Service. 

 
g. Inherited Metabolic Disease 
 
 (1) Benefits Payable 
 
  Covered Charges will include charges incurred by a Dependent Child for Medical 

Foods, Low Protein Modified Food Products, amino acid modified preparations, and 
any other special dietary products and formulas used in the therapeutic treatment of 
phenylketonuria, galactosemia, organic acidemias, and other disorders of amino acid 
metabolism which are (a) prescribed by a Physician as Medically Necessary Care for 
the therapeutic treatment of phenylketonuria, galactosemia, organic acidemias, and other 
disorders of amino acid metabolism, (b) administered under the direction of a licensed 
Physician, and (c) exceed the allowed $2,400 per year per Dependent Child state income 
tax credit. 

 
  Benefits will be payable the same as for any other covered Treatment or Service. 
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 (2) Definitions 
 
  “Inherited Metabolic Disease” means a disease caused by an inherited abnormality of 

body chemistry. 
 
  “Medical Food” means a food that is intended for the dietary treatment of a disease or 

condition for which nutritional requirements are established by recognized scientific 
principles and formulated to be consumed or administered enterally under the direction 
of a Physician. 

 
  “Low Protein Modified Food Product” means a food product that is specifically 

formulated to have less than one gram of protein per serving and intended to be used 
under the direction of a Physician for the dietary treatment of an inherited metabolic 
disease. 

 
h. Invitro Fertilization Procedures  
 
 Benefits will be payable for inpatient and outpatient charges incurred for Invitro 

Fertilization Procedures (including cryopreservation) that are not the result of a voluntary 
sterilization up to a lifetime maximum benefit of $15,000 for each Member [or Dependent 
Spouse]. 

 
i. Speech or Hearing Loss or Impairment  
 

Covered Charges will include charges incurred by a Member [or Dependent] for the 
necessary care and treatment of loss or impairment of speech or hearing. 

 
Benefits will be payable the same as any other covered Treatment or Service. 

 
[j. Contraceptive Drugs and Devices 
 

Covered Charges will include charges for prescription drugs or prescription devices 
approved for contraceptive use by the United States Food and Drug Administration. 
 
Covered Charges will also include charges for outpatient contraceptive services including 
consultations, examinations, procedures and medical services related to the use of 
contraceptive methods to prevent pregnancy. 

 
Benefits will be payable the same as for any other covered Treatment or Service.] 

 
k. Colorectal Cancer Screening 

 
 Covered Charges will include charges for screening flexible sigmoidoscopy or screening 

colonoscopy as recommended by the American Cancer Society.   
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[86A] [(1) Benefits will be payable as described in PART IV – Benefits Section [A (7)][B (7)] 

item c. Colonoscopies.]  [(2) If services are provided by a [PPO][Network] Provider, 
benefits for screening flexible sigmoidoscopies or screening colonoscopies will be payable 
the same as the Adult Wellness benefit described in Section [A (7)].  All other flexible 
sigmoinoscopies or screening colonoscopies will be payable the same as any other covered 
Treatment or Service.] 
 
In the event that a [PPO][Network] Provider is unavailable to administer the screening, 
examination, or treatment of colorectal cancer, and the Member [or Dependent] is referred 
to a Non-[PPO][Network] Provider, there will be no additional cost to the individual 
beyond what he or she would otherwise have paid to a [PPO][Network] Provider. 

 
l. Anesthesia and Hospitalization for Dental Procedures 
 
 Covered Charges will include charges for general anesthesia and hospitalization services 

performed in hospital or ambulatory surgical facility and the patient is: 
 

- A child under seven years of age who is determined by two dentists licensed 
under the Arkansas Dental Practice Act to require, without delay, necessary 
dental treatment in a hospital or ambulatory surgical center for a significantly 
complex dental condition; 

- A person with a diagnosed serious mental or physical condition; or 
- A person with a significant behavioral problem as determined by the covered 

person’s licensed Physician. 
 
 The provider must certify that hospitalization or general anesthesia is required because of 

the patient’s age, condition, or problem in order to safely and effectively perform the 
procedures. 

 
 Benefits will be payable the same as for any other covered Treatment or Service. 

 
m. Prostate Cancer Screening 
 

Covered Charges will include charges for prostate cancer screening services for a Member 
[or Dependent] 40 years of age or older, including one screening per year, performed in 
accordance with guidelines issued by the National Comprehensive Cancer Network[ as of 
January 1, 2009].   
 
[(1)-Benefits will be payable as described in PART IV – Benefits, Section [A (7)][B (7)], a. 
(1) Adult Wellness. except that no Deductible will apply.] [(2)-If services are provided by a 
[PPO] [Network] Provider, benefits for prostate cancer screening tests will be payable the 
same as the Adult Wellness Benefit as described in Section [A (7)] [B (7)], a. (1) except 
that no Deductible will apply. All other prostate cancer screening tests will be payable the 
same as any other covered Treatment or Service. ] 
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[n. Hearing Aid or Instrument 
 
 Covered Charges will include charges for a hearing aid or instrument provided by a 

professional licensed by the state to dispense a hearing aid or instrument.  Benefits will not 
be subject to a Deductible[ or Copayment].  Benefits will be limited to $1,400 per ear for 
each three-year period. 

 
 “Hearing Aid” means an instrument or device, including repair and replacement parts, 

that: 
 

- is designed or offered for the purpose of aiding persons with or compensating 
for impaired hearing; and 

- is worn in or on the body; and 
- is generally not useful to a person in the absence of a hearing impairment.] 

 
o. Orthotic and Prosthetic Devices and Services 
 
 (1) Benefits Payable 
 
  Covered Charges will include charges for orthotic devices, orthotic services, 

prosthetic devices and prosthetic services.  Benefits will be payable the same as any 
other covered Treatment or Service.  Replacement devices or services are limited to 
once every three years, unless the replacement is medically necessary. 

 
 (2) Definitions 
 
  “Functional limit test” includes, without limitation: 
 

- medical history, including prior use of orthotic devices or prosthetic devices, if 
applicable; and 

- current condition, including the status of the musculoskeletal system and the 
nature of other medical problems; and 

- desire to ambulate with respect to lower limb orthotic devices or prosthetic 
devices; and 

- desire to maximize upper limb function with respect to upper limb orthotic 
devices or prosthetic devices. 

 
  “Orthotic device” means an external device that is: 
 

- intended to restore physiological function or cosmesis to a patient; and 
- custom designed, fabricated, assembled fitted or adjusted for the person using 

the device before or concurrent with the delivery of the device to the person. 
 
  Orthotic device does not include a cane, crutch, corset, dental appliance, elastic 

hose, elastic support, fabric support,  generic arch support, low-temperature plastic 
splint, soft cervical collar, truss or other similar device that: 
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- is carried is stock and sold without therapeutic modifications by a corset shop, 
department store, drug store, surgical supply facility, or other similar entity; 
and 

- has no significant impact on the neuromuscular, musculoskeletal, or 
neuromusculoskeletal functions of the body. 

 
 “Orthotic service” means the evaluation and treatment of a condition that requires 

the use of an orthotic device. 
 
  “Prosthetic device” means an external device that is: 
 

- intended to replace an absent external body part for the purpose of restoring 
physiological function or cosmesis; and 

- custom designed, fabricated, assembled, fitted, or adjusted for the person using 
the device before or concurrent with delivery. 

 
  Prosthetic device does not include an artificial eye, artificial ear, dental appliance, a 

cosmetic device such as artificial eyelashes or wigs, a device used exclusively for 
athletic purposes, an artificial facial device, or other device that does not have a 
significant impact on the neuromuscular, musculoskeletal, or neorolusculoskeletal 
functions of the body. 

 
  “Prosthetic service” means the evaluation and treatment of a condition that requires 

the use of a prosthetic device. 
 

Also see PART IV – Benefits, Section [A (13)] [B (13)], Prosthetics for payment 
provisions regarding prosthetic devices. 

 
 

[87A] [Article [4] - Member Benefit Options 
 
a. Benefit Option Election 
 

A Member may elect to be insured under one of the following benefit options. [The benefit 
option elected by the Member will also apply to the Member's Dependents.] 

 
 [(1) Option I: [$300] Deductible, [$2,000/$4,000] Out-of-Pocket, [[80%] 

[PPO][Network]/[60%] Non-[PPO][Network] Coinsurance] 
 (2) Option II: [$200] Deductible, [$1,500/$3,000] Out-of-Pocket, [[90% 

[PPO][Network]/[70%] Non-[PPO][Network] Coinsurance]] 
 

A Member insured under this Group Policy must elect one of the [two] available benefit 
options.  If the Member [or Dependent] has other group coverage, he or she may elect to 
waive coverage under this Group Policy. 

 
If the Member elects to waive coverage under this Group Policy, he or she will be eligible 
to apply for coverage under one of the benefit options shown above during the next annual 
open enrollment period.  [If the Member waives coverage under this Group Policy, 
coverage is also waived for the Member's Dependents.  In no event will Dependent 
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Medical Expense Insurance be in force for a Member who is not insured for Member 
Medical Expense Insurance.] 

 
The annual open enrollment period is the one-month period immediately prior to the Policy 
Anniversary date [or another period of time requested by the [Policyholder][Participating 
Unit] and accepted by The Principal]. 

 
b. Benefit Option Transfer 
 

A Member may transfer from one benefit option to another: 
 

(1) During the annual open enrollment period designated by the [Policyholder] 
[Participating Unit] for such transfer; or 

(2) On any premium due date, provided the transfer is requested due to a change in the 
Member's family status as described below; and the request for the transfer is made in 
Writing within [31] days after the date the change in family status occurs: 

 
- marriage or divorce [or termination of a Domestic Partner relationship]; 
- death of a spouse [or Domestic Partner] or child; 
- birth or adoption of a child; 
- termination of employment by the Member's spouse [or Domestic Partner]or a 

change in the spouse's [or Domestic Partner’s] employment that causes loss of 
group coverage; 

- the Member's spouse [or Domestic Partner]becomes employed; 
- the Member's employment or the Member's spouse's [or Domestic 

Partner’s]employment changes from part-time to full-time or from full-time to 
part-time; 

- the Member or the Member's spouse [or Domestic Partner] takes an unpaid 
leave of absence; or 

- a significant change is made in the Member's or the Member's spouse's [or 
Domestic Partner’s]group health coverage; or 

 (3) On any premium due date, provided the transfer is requested as a result of a special 
enrollment period; and the request for the transfer is made in Writing within the 
required time specified for a special enrollment period described in Part III, Section 
B. 

 
Any benefit option transfer will be subject to the following provisions: 

 
(1) Charges for Treatment or Service received by a Member [or Dependent] while 

insured under one benefit option may be applied toward satisfaction of the calendar 
year Deductible under the other benefit option for the calendar year in which the 
transfer occurs, provided the charges are limited to those that: 

 
- would be Covered Charges under this Group Policy; and 
- were not paid under the other benefit option; and 
- would have counted toward satisfaction of the Deductible under the other 

benefit option. 
 

(2) Charges for Treatment or Service received by a Member [or Dependent] while 
insured under one benefit option may be counted to determine the payment 



 
 PART IV - BENEFITS 
 
GC 5012 (R) Section A - Medical Expense Insurance (General Provisions), 
 Page 12 

percentage under the other benefit option for the calendar year in which the transfer 
occurs, provided the charges are limited to those that: 

 
- would be Covered Charges under this Group Policy; and 
- were for Treatment or Service received during the calendar year in which the 

benefit option transfer occurred. 
 

(3) Benefits will be payable under each benefit option only for Covered Charges incurred 
while insured under that particular benefit option.] 

 
 

[87B] [Article [5] - [PPO] Network Options 
 
A Member may elect to be insured under one of the [PPO] networks selected by the 
[Policyholder][Participating Unit]. [The [PPO] network elected by the Member will also apply 
to the Member's Dependents.]   
 
Persons electing coverage under [either] [PPO] network will have free choice of providers.  
However benefits will be reduced as described in PART IV, Section [A(1)], if medical care is not 
received from a [Preferred][Network] Provider. 
 
[A Member may transfer from one [PPO] network to another during the annual open enrollment 
period designated by the [Policyholder][Participating Unit] for such transfer.] 
 
[A Member may transfer from one [PPO] network to another: 
 
a. During the annual open enrollment period designated by the [Policyholder][Participating 

Unit] for such transfer. 
 
b. On any premium due date, provided the transfer is requested due to a change in the 

Member's family status as described below; and the request for the transfer is made in 
Writing within [31] days after the date the change in family status occurs.  The family 
status changes are as follows: 

 
(1) marriage or divorce [or termination of a Domestic Partner relationship]; 
(2) death of a spouse [or Domestic Partner]or child; 
(3) birth or adoption of a child; 
(4) termination of employment by the Member's spouse [or Domestic Partner] or a 

change in the spouse's [or Domestic Partner’s] employment that causes loss of group 
coverage; 

(5) the Member's spouse [or Domestic Partner] becomes employed; 
(6) the Member's employment or the Member's spouse's [or Domestic Partner’s] 

employment changes from part-time to full-time or from full-time to part-time; 
(7) the Member or the Member's spouse [or Domestic Partner] takes an unpaid leave of 

absence; or 
(8) a significant change is made in the Member's or the Member's spouse's [or Domestic 

Partner’s] group health coverage.] 
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c. On any premium due date, provided the transfer is requested as a result of a special 
enrollment period; and the request for the transfer is made in Writing within the required 
time specified for a special enrollment period described in Part III, Section B. 

 
The annual open enrollment period is the one-month period immediately prior to the Policy 
Anniversary date [or another period of time requested by the [Policyholder][Participating Unit] 
and accepted by The Principal]. 
 
Any [PPO] network transfer will be subject to the following provisions: 
 
a. Charges for Treatment or Service received by a Member [or Dependent] while insured 

under one [PPO] network may be applied toward satisfaction of the calendar year 
Deductible under the other [PPO] network for the calendar year in which the transfer 
occurs, provided the charges are limited to those that: 

 
(1) would be Covered Charges under this Group Policy; and 
(2) were not paid under the other [PPO] network; and 
(3) would have counted toward satisfaction of the Deductible under the [PPO] network. 

 
b. Charges for Treatment or Service received by a Member [or Dependent] while insured 

under one [PPO] network may be counted to determine the payment percentage under the 
other [PPO] network for the calendar year in which the transfer occurs, provided the 
charges are limited to those that: 

 
(1) would be Covered Charges under this Group Policy; and 
(2) were for Treatment or Service received during the calendar year in which the [PPO] 

network transfer occurred. 
 
c. Benefits will be payable under each [PPO] network only for Covered Charges incurred 

while insured under that particular [PPO] network.] 
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PART IV - BENEFITS 
 

Section A (1) - Comprehensive Medical Expense Insurance [(PPO)], Payment Conditions 
 

[88] 
Article 1 - Payment Conditions 
 
If a Member [or Dependent] has a medical condition resulting from a sickness or injury, The 
Principal will pay the charges for any Treatment or Service that is listed in PART IV, Section A 
(3) under Covered Charges, but the benefits payable for all listed Treatment or Service received 
during a calendar year will not be more than the applicable amount shown below. 
 
[For medical care received from [Preferred][Network] Providers and from Non-
[Preferred][Network] Providers, total benefits payable for each Member [or Dependent] during 
his or her lifetime will not be more than the Comprehensive Medical Overall Lifetime Maximum 
Payment Limit.] 
 
[Covered Charges used to satisfy the lifetime maximum that applies when care is received from 
[PPO][Network] Providers cannot be used to satisfy the lifetime maximum that applies when 
care is received from Non-[PPO][Network] Providers and vice versa.] 
 

The Principal may from time to time enter into Written agreements, directly or indirectly with 
health care providers or other third parties that would require the payment of benefits or 
processing of claims and appeals in a manner other than set forth in this Group Policy.  In such 
cases, the arrangement agreed upon between the health care providers or other third parties will 
be controlling. 
 
a. [Preferred][Network] Providers 
 

If medical care is received from [Preferred][Network] Providers, Comprehensive Medical 
benefits payable for medical care received each calendar year will be: 

[89] 
 (1) for Treatment or Service listed under Hospital Services[ (except for Emergency Room 

Services as provided below)], Physician Hospital Services, [Physician Office or 
Clinic Services[ (other than for [Provider Administered] Specialty Prescription 
Drugs as provided below)] [ (except charges for [Adult Wellness] [and] [Well Child 
Visits][Pediatric Vaccines] [Mammograms] [and] [Colonoscopies] as provided 
below)],] and All Other Covered Services [80%] of each person's Covered Charges in 
excess of the applicable Deductible [or Copay amount] [until the [maximum Out-of-
Pocket Expense limits] [Coinsurance Maximums] are met]; and 

[90] 
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[(2) for Treatment or Service listed under Physician Office or Clinic Services, [100%] of 
each person's Covered Charges [other than charges incurred for outpatient, clinic or 
office-based surgery] [(other than for [Provider Administered] Specialty Prescription 
Drugs as provided below)] [ (except charges for [Adult Wellness] [and] [Well Child 
Visits] [Pediatric Vaccines] [[Mammograms] [and] [Colonoscopies] as provided 
below),] in excess of the applicable Copay amount [up to [$500] per visit[.] [up to a 
maximum of [5] visits each calendar year][.] [Additional benefits, if any, beyond the 
[$500] visit limit will be subject to the calendar year Deductible Amount and 
coinsurance percentage]; and] 

[91] 
[(3) for Treatment or Service provided in a Physician office or clinic for [Adult Wellness] 

[Well Child Visits] [and] [Pediatric Vaccines], [100%] of each person's Covered 
Charges in excess of the applicable Copay Amount [up to [$500] per visit.]  
Additional benefits, if any, beyond the [$500] visit limit will be subject to the 
calendar year Deductible Amount and coinsurance percentage; and] 

 
[(3) for Treatment or Service provided in a Physician office or clinic or outpatient facility 

for Mammograms, [100%] of each person's Covered Charges in excess of the 
applicable Copay Amount [up to [$500] per visit.]  Additional benefits, if any, beyond 
the [$500] visit limit will be subject to the calendar year Deductible Amount and 
coinsurance percentage; and] 

[92] 
[(3) for Treatment or Service provided in a Physician office or clinic or outpatient facility 

for Colonoscopies, [100%] of each person's Covered Charges[ in excess of the 
applicable Copay Amount]; and] 

[93] 
[(4) for Treatment or Service for Emergency Room Services [for a Medical Emergency], 

[100%] of each person’s Covered Charges[ in excess of the applicable Copay 
Amount]; and] 

[94] 
 [(5) for Treatment or Service under Physician Office or Clinic Services, [100%] of each 

person’s Covered Charges [(other than charges incurred for outpatient, clinic or 
office-based surgery)] [(other than for [Provider Administered] Specialty 
Prescription Drugs as provided below)] [ (except charges for [Adult Wellness] [Well 
Child Visits] [Pediatric Vaccines] [Mammograms] [Colonoscopies]] in excess of the 
applicable Copay amount; and] 

[95] 
 [(5) for Treatment or Service for outpatient, clinic or office-based surgery, [80%] of each 

person’s Covered Charges in excess of the applicable [Deductible] amount[ until the 
[maximum Out-of-Pocket Expense Limit] [Coinsurance Maximums] are met]; and] 

[95A] 
 [(6) for [Provider Administered] Specialty Prescription Drugs filled in a [Physician office 

or clinic or outpatient facility] [Specialty Pharmacy] [Member Pharmacy] [Home 
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Health Care Agency], [100%] of each person’s Covered Charges[ in excess of the 
applicable Copay Amount] [or] [Deductible Amount]; and] 

 
[(7) 100% of Covered Charges in excess of: 

 
- [$3,000] of Out-of-Pocket Expenses for a Member [or Dependent]; or 
- [$5,000] of Out-of-Pocket Expenses for all persons in the same family (a 

Member and his or her Dependents).] 
 
 [(7) 100% of Covered Charges in excess of the Coinsurance Maximums of: 
 

- [$3,000] for a Member [or Dependent]; or 
- [$5,000] for all persons in the same family (a Member and his or her 

Dependents).] 
[96] 

[Comprehensive Medical benefits payable for medical care received each calendar year will be: 
 

(1) [80%] of each person’s Covered Charges in excess of the applicable Deductible 
Amount described in this section [until [Out-of-Pocket Expense] [Coinsurance 
Maximums] are: 

 
- [$2,500] for a Member, if the Member has enrolled for Member only coverage; 

or 
- [$5,000] for all persons in the same family (a Member and his or her 

Dependents), if the Member has enrolled for Member and Dependent coverage; 
and 

 
(2) [100%] of Covered Charges in excess of: 

 
- [$2,500] of [Out-of-Pocket Expenses] [Coinsurance Maximum] for a Member, 

if the Member has enrolled for Member Only coverage; or 
- [$5,000] of [Out-of-Pocket Expenses][Coinsurance Maximum] for all persons in 

the same family (a Member and his or her Dependents), if the Member has 
enrolled for Member and Dependent coverage; 

 for Treatment or Service received during that calendar year].]  
 

[97]  The following exceptions apply: 
 

[(1) Benefits payable for [Hospital Inpatient Confinement Charges][,] [and] 
[Observation Services [in excess of [47] consecutive hours]][,] [and] [all charges 
incurred for services listed under Pretreatment Review in this PART IV, Section B1 
(1A)], will be subject to the Utilization Management Program described in PART 
IV, Section B1 (1A) of this Group Policy.] 
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[(2) For [Provider Administered] Specialty Prescription Drugs, see PART IV, Section A 
(3).] 

  [(3) For payment conditions applicable to [Mental Health or Behavioral Treatment 
Services and Alcohol or Drug Abuse Treatment Services] [Mental Health, 
Behavioral, Alcohol or Drug Abuse Treatment Services] see PART IV, Section A 
(4).] 

[(4) For payment conditions applicable to Transplant Services, see PART IV, Section A 
(5).] 

[(5) For payment conditions applicable to Medical Emergency, see PART IV, Section A 
(6).] 

[(6) For payment Conditions applicable to Wellness Services, see PART IV, Section A 
(7).] 

[(7) For payment conditions applicable to Rehabilitative Services, see PART IV, 
Section A (8).] 

[(8) For payment conditions applicable to Outpatient X-ray Services, see PART IV, 
Section A (9).] 

[(9) For payment conditions applicable to Outpatient Laboratory Services, see PART 
IV, Section A (9).] 

[(10) For payment conditions applicable to Advanced Imaging Services, see PART IV, 
Section A (9A).] 

[(11) For payment conditions applicable to Emergency Room Services, see PART IV, 
Section A (10).] 

 
If the Member [or Dependent] is referred to another provider, the Member [or Dependent] 
should verify with his or her Physician that the referral is for a [Preferred][Network] 
Provider. 

 
b. Non-[Preferred][Network] Providers 

[98] 
If medical care is received from Non-[Preferred][Network] Providers, Comprehensive 
Medical benefits payable for medical care received each calendar year will be: 

[99] 
[(1) for Treatment or Service listed under Hospital Services[ (except for Emergency Room 

Services as provided below)], Physician  Hospital Services, [Physician Office or 
Clinic Services[ (other than for [Provider Administered] Specialty Prescription 
Drugs as provided below)],] [and All Other Covered Services,]  [60%] of each 
person's Covered Charges in excess of the applicable Deductible or [Copay amount] 
[until the maximum [Out-of-Pocket Expense limits] [Coinsurance Maximums] are 
met]; and] 

[100] 
[(2) for Treatment or Service listed under Physician Office or Clinic Services[ (other than 

for [Provider Administered] Specialty Prescription Drugs as provided below)], 
[75%] of each person’s Covered Charges in excess of the applicable Copay amount 
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[up to a [$500] maximum per visit.] [maximum of [5] visits each calendar year.]  
Additional benefits, if any will be subject to the calendar year Deductible Amount 
and coinsurance percentage; and]  

 
 
 
[101] 

[(3) for Treatment or Service for Emergency Room Services[ for a Medical Emergency], 
[100%] of each person’s Covered Charges[ in excess of the applicable Copay 
Amount]; and] 

 
[101A]  [(4) for [Provider Administered] Specialty Prescription Drugs filled in a [Physician office 

or clinic or outpatient facility] [Non-Member Pharmacy] [Home Health Care 
Agency], [100%] of each person’s Covered Charges[ in excess of the applicable 
Copay Amount] [or] [Deductible Amount]; and 

 
[(5) 100% of Covered Charges in excess of: 

 
- [$5,000] of Out-of-Pocket Expenses for a Member [or Dependent]; or 
- [$10,000] of Out-of-Pocket Expenses for all persons in the same family (a 

Member and his or her Dependents).] 
 

[(5) 100% of Covered Charges in excess of the Coinsurance Maximum of: 
 

- [$5,000] for a Member [or Dependent]; or 
- [$10,000] for all persons in the same family (a Member and his or her 

Dependents).] 
 

[102] [Comprehensive Medical benefits payable for medical care received each calendar year will be: 
 

(1) [80%] of each person’s Covered Charges in excess of the applicable Deductible 
Amount described in this section [until Out-of-Pocket Expenses are: 

 
- [$2,500] for a Member, if the Member has enrolled for Member only coverage; 

or 
- [$5,000] for all persons in the same family (a Member and his or her 

Dependents), if the Member has enrolled for Member and Dependent coverage; 
and 

 
(2) [100%] of Covered Charges in excess of: 

 
- [$2,500] of [Out-of-Pocket Expenses] [Coinsurance Maximums] for a Member, 

if the Member has enrolled for Member Only Coverage; or 
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- [$5,000] of [Out-of-Pocket Expenses] [Coinsurance Maximums] for all persons 
in the same family (a Member and his or her Dependents), if the Member has 
enrolled for Member and Dependent Coverage;  

 for Treatment or Service received during that calendar year].] 
 
The following exceptions apply: 

[103] 
[(1) Benefits payable for [Hospital Inpatient Confinement Charges][,] [and] 

[Observation Services [in excess of [47] consecutive hours]][,] [and] [all charges 
incurred for services listed under Pretreatment Review in this PART IV, Section B1 
(1A)], will be subject to the  Utilization Management Program described in PART 
IV, Section B1 (1A) of this Group Policy.] 

[(2) For [Provider Administered] Specialty Prescription Drugs, see PART IV, Section A 
(3).] 

  [(3) For payment conditions applicable to [Mental Health or Behavioral Treatment 
Services and Alcohol or Drug Abuse Treatment Services] [Mental Health, 
Behavioral, Alcohol or Drug Abuse Treatment Services] see PART IV, Section A 
(4).] 

[(4) For payment conditions applicable to Transplant Services, see PART IV, Section A 
(5).] 

[(5) For payment conditions applicable to Medical Emergency, see PART IV, Section A 
(6).] 

[(6) For payment conditions applicable to Wellness Services, see PART IV, Section A 
(7).] 

[(7) For payment conditions applicable to Rehabilitative Services, see PART IV, 
Section A (8).] 

[(8) For payment conditions applicable to Outpatient X-ray Services see PART IV, 
Section A (9).] 

[(9) For payment conditions applicable to Outpatient Laboratory Services see PART IV, 
Section A (9).] 

[(10) For payment conditions applicable to Advanced Imaging Services, see PART IV, 
Section A (9A).] 

[(11) For payment conditions applicable to Emergency Room Services, see PART IV, 
Section A (10).] 

 
c. Services provided by a Non-[PPO][Network] anesthesiologist, radiologist, and 

pathologist  
 

For services provided by a Non-[PPO][Network] anesthesiologist, radiologist, or pathologist, 
benefits will be payable at the [PPO][Network] deductible and coinsurance level when such 
services are provided at a [PPO][Network] Hospital (inpatient, outpatient, and emergency 
room) or a licensed freestanding surgical center. 
 

d. Ambulance Services 
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 Covered Charges for ambulance services will be paid at the [PPO][Network] level 

(including application of the [PPO][Network] Deductible Amount and coinsurance) 
regardless of whether such services are provided by a [PPO][Network] Provider or a Non-
[PPO][Network] Provider.   
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PART IV – BENEFITS 
 

Section A (2) – [Copay] [and] [Deductible Amount]; [Out-of-Pocket Expense]  
and [Coinsurance Maximum] 

 
[Article 1 - Copay Amount 

 
a. [Preferred][Network] Providers 
 

If medical care is received from [Preferred] [Network] Providers, the individual 
Copay amounts for a Member [or Dependent] will be: 

[104] 
[(1) for Hospital Services Covered Charges for Hospital Inpatient Confinement, a 

Copay equal to the first-day room and board charges (but not more than the 
Hospital Room Maximum for each day of confinement in a private room) for 
each period of Hospital Inpatient Confinement.  [If both the newborn child 
and mother are insured under this Group Policy, the Copay does not apply for 
a newborn child (for the initial Hospital Inpatient Confinement) whose length 
of stay in the Hospital is the same as the mother’s length of stay.] [This per-
admission Copay is in addition to the calendar year Deductible shown below]; 
and] 

[104A] 
[(2) for Hospital Services Covered Charges, for Hospital Inpatient Confinement, a 

[$500] Copay for each period of Hospital Inpatient Confinement. [Hospital 
Services Covered Charges for Birthing Center Services, Ambulatory Surgery 
Center Services and freestanding dialysis center services will not be subject to 
this Copay.] [If both the newborn child and mother are insured under this 
Group Policy, the Copay does not apply for a newborn child (for the initial 
Hospital Inpatient Confinement) whose length of stay in the Hospital is the 
same as the mother’s length of stay.] [This per-admission Copay is in addition 
to the calendar year Deductible shown below]; and] 

[105] 
[(3) a [$100] Copay for each emergency room visit [(other than for a Medical 

Emergency as provided below)] (unless admitted to the Hospital immediately 
following the emergency room treatment).  [This per-visit Copay is in addition 
to the calendar year Deductible shown below;] and] 

[106] 
[(4) a [$150] Copay for each emergency room visit for a Medical Emergency 

(unless admitted to the Hospital immediately following the emergency room 
treatment); and] 

[107] 
[(5) [none] for outpatient Laboratory Services obtained from a Laboratory 

Network; and] 
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[109]  [(6) for each Physician seen for a Physician Office or Clinic Service, a [$20] 
Copay for each Physician Visit [provided by a Primary Care Physician] 
[(other than for [Provider Administered] Specialty Prescription Drugs)] 
[and] [(other than charges for [Adult Wellness] [Well Child Visits] [Pediatric 
Vaccines] [Mammograms] [and] [Colonoscopies])]. [This Copay provision 
does not apply to charges incurred [for outpatient, clinic or office-based 
surgery] [and] for Advanced Imaging Services[.  These charges are subject to 
the calendar year Deductible shown below]; and] 

[108] 
[(6) for each Physician seen for a Physician Office or Clinic Service [provided by 

a Primary Care Physician], a Copay amount equal to [20%] of Covered 
Charges [(other than for [Provider Administered] Specialty Prescription 
Drugs)] [and] [(other than charges for [Adult Wellness] [Well Child Visits] 
[Pediatric Vaccines] [Mammograms] [and] [Colonoscopies])] [in excess of 
the Deductible and Copay Amount] up to a maximum of [$100].  [This Copay 
provision does not apply to charges incurred [for outpatient, clinic or office-
based surgery] [and] [for Advanced Imaging Services[.  These charges are 
subject to the calendar year Deductible shown below]; and] 

[109] 
[(7) for each Physician seen for a Physician Office or Clinic Service, a [$35] 

Copay for each Physician visit [provided by a Specialty Provider] [(other than 
for [Provider Administered] Specialty Prescription Drugs)] [and] [(other 
than charges for [Adult Wellness] [Well Child Visits] [Pediatric Vaccines] 
[Mammograms] [and] [Colonoscopies])].  [This Copay provision does not 
apply to charges incurred [for outpatient, clinic or office-based surgery] [and] 
for Advanced Imaging Services[.  These charges are subject to the calendar 
year Deductible shown below]; and] 

[110] 
[(7) for each Physician seen for a Physician Office or Clinic Service [provided by 

a Specialty Provider] a Copay amount equal to [30%] of Covered Charges 
[(other than for [Provider Administered] Specialty Prescription Drugs)] 
[and] [(other than charges for [Adult Wellness] [Well Child Visits] [Pediatric 
Vaccines] [Mammograms] [and] [Colonoscopies])] [in excess of the 
Deductible or Copay,] up to a maximum of [$150].  [This Copay provision 
does not apply to charges incurred for [outpatient, clinic or office-based 
surgery] [and] for Advanced Imaging Services[.  These charges are subject to 
the calendar year Deductible shown below]; and] 

[111] 
[(8) [$25] per-visit Copay for [Adult Wellness] [Well Child Visits] [and] 

[Pediatric Vaccines] provided in a Physician office or clinic; and] 
[111] 

[(9) [$25] per-visit Copay for Mammograms provided in a Physician office or 
clinic or outpatient facility; and] 
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[112] 
[(10) [$150] per-visit Copay for [Screening] Colonoscopies provided in a 

Physician office or clinic or outpatient facility; and] 
[113] 

[(11) [$100] Copay for each [Provider Administered] Specialty Prescription Drugs 
filled in a [Physician office or clinic or outpatient facility] [Home Health 
Care Agency]; and]  

[114] 
[(12) [$100] Copay for each [Provider Administered] Specialty Prescription Drugs 

filled from a Specialty Pharmacy; and] 
[115] 

[(13) [$100] Copay for each [Provider Administered] Specialty Prescription Drugs 
filled from a Member Pharmacy.] 

 
[The [Copay amounts] [will] continue to apply after [the calendar year Deductible] 
and the [Out-of-Pocket Expense limits] [Coinsurance Maximums] have been 
satisfied.] 
 

b. Non-[Preferred][Network] Providers 
 
If medical care is received from Non-[Preferred][Network] Providers, the 
individual Copay amounts for a Member [or Dependent] will be: 

[116] 
[(1) for Hospital Services Covered Charges, for Hospital Inpatient Confinement 

Charges, a Copay equal to the first day room and board charges (but not more 
than the Hospital Room Maximum for each day of confinement in a private 
room) for each period of Hospital Inpatient Confinement. [If both the newborn 
child and mother are insured under this Group Policy, the Copay does not 
apply for a newborn child (for the initial Hospital Inpatient Confinement) 
whose length of stay in the Hospital is the same as the mother’s length of 
stay.] [This per-admission Copay is in addition to the calendar year 
Deductible shown below]; and] 

[117] 
[(2) for Hospital Services Covered Charges, for Hospital Inpatient Confinement 

Charges, a [$500] Copay for each period of Hospital Inpatient Confinement.  
[If both the newborn child and mother are insured under this Group Policy, 
the Copay does not apply for a newborn child (for the initial Hospital 
Inpatient Confinement) whose length of stay in the Hospital is the same as the 
mother’s length of stay.] [Hospital Services Covered Charges for Birthing 
Center Services, Ambulatory Surgery Center Services, and freestanding 
dialysis center services will be subject to the calendar year Deductible shown 
below.] [This per-admission Copay is in addition to the calendar year 
Deductible shown below]; and] 
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[118] 
[(3) a [$100] Copay for each emergency room visit [(other than for a Medical 

Emergency as provided below)] (unless admitted to the Hospital immediately 
following the emergency room treatment)[.]  [This per-visit Copay is in 
addition to the calendar year Deductible shown below]; and] 

[118] 
[(4) a [$150] Copay for each emergency room visit for a Medical Emergency 

(unless admitted to the Hospital immediately following the emergency room 
treatment); and] 

[119] 
[(5) [none] for outpatient Laboratory Services obtained from a Laboratory 

Network; and] 
[120] 

[(6) a [$25] Copay for each visit provided [by a Primary Care Physician] [(other 
than for [Provider Administered] Specialty Prescription Drugs)] for 
Physician Office or Clinic Services. [This Copay provision does not apply to 
charges incurred [for outpatient, clinic or office-based surgery] [and] [for 
Advanced Imaging Services[.  These charges are subject to the calendar year 
Deductible shown below]; and]  

[121] 
[(7) a [$40] Copay for each visit provided [by a Specialty Provider] [(other than 

for [Provider Administered] Specialty Prescription Drugs)] for Physician 
Office or Clinic Services. [This Copay provision does not apply to charges 
incurred [for outpatient, clinic or office-based surgery] [and] for Advanced 
Imaging Services[.  These charges are subject to the calendar year Deductible 
shown below]; and] 

[122] 
[(8) [$200] Copay for each [Provider Administered] Specialty Prescription Drugs 

filled in a [Physician office or clinic or outpatient facility] [Home Health 
Care Agency]; and] 

[123] 
[(9) [$200] Copay for each [Provider Administered] Specialty Prescription Drugs 

filled from a Non-Member Pharmacy.] 
 
[The [Copay amounts] [will] continue to apply after [the calendar year Deductible] 
and the [Out-of-Pocket limits] [Coinsurance Maximums] have been satisfied.] 
 



 

 
PART IV – BENEFITS 

 
GC 5014 A (R)       Section A (2) – Comprehensive Medical Expense Insurance 
 [(PPO)],[Copay and] [Deductible Amount][ and]  
 [Out-of-Pocket Expense] [Coinsurance Maximum] 
 Page 5  

[Article 1A – Deductible Amount 
[124] 

a. [Preferred][Network] Providers 
 

If medical care is received from [Preferred][Network] Providers, the individual 
Deductible Amount for a Member [or Dependent will be: 

[125] 
(1)  [$500] each calendar year for all other Covered Charges [(including charges 

incurred [for outpatient, clinic or office-based surgery] [and] for Advanced 
Imaging Services)]. [Covered Charges used to satisfy the individual calendar 
year Deductible that applies when care is received from Non-
[Preferred][Network] Providers will [not] be used to satisfy this Deductible.] 

[125A]   [If both the newborn child and mother are insured under this Group Policy 
the Deductible does not apply for a newborn child (for the initial Hospital 
Inpatient Confinement) whose length of stay in the Hospital is the same as the 
mother’s length of stay.] 

 
b. Non-[Preferred][Network] Providers 

[126] 
If medical care is received from a Non-[Preferred][Network] Provider, the 
individual Deductible Amount for a Member [or Dependent] will be: 

[127] 
(1) [$1,500] each calendar year for all other Covered Charges [(including charges 

incurred [for outpatient, clinic or office-based surgery and] for Advanced 
Imaging Services)].  [Covered Charges used to satisfy the individual calendar 
year Deductible that applies when care is received from [Preferred][Network] 
Providers will not be used to satisfy this Deductible.] [If both the newborn 
child and mother are insured under this Group Policy the Deductible does not 
apply for a newborn child (for the initial Hospital Inpatient Confinement) 
whose length of stay in the Hospital is the same as the mother’s length of 
stay.] 

 
[c. Family Maximum Deductible] 

 
[The family maximum combined Deductible Amount with respect to "all other 
Covered Charges" described above for all persons in the same family (a Member 
and his or her Dependents) each calendar year will be [$600], but not counting more 
than [$200] of such Covered Charges for each person in the family.] [If both the 
newborn child and mother are insured under this Group Policy the Deductible does 
not apply for a newborn child (for the initial Hospital Inpatient Confinement) 
whose length of stay in the Hospital is the same as the mother’s length of stay.] 
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[The family maximum combined Deductible Amount with respect to "All other 
Covered Charges" described above for all persons in the same family (a Member 
and his or her Dependents) each calendar year will be: 
 
(1) For medical care received from [Preferred][Network] Providers: [$1500], but 

not counting more than [$500] of such Covered Charges for each person in the 
family. [If both the newborn child and mother are insured under this Group 
Policy the Deductible does not apply for a newborn child (for the initial 
Hospital Inpatient Confinement) whose length of stay in the Hospital is the 
same as the mother’s length of stay.] 

(2) For medical care received from Non-[Preferred][Network] Providers:  
[$4500], but not counting more than [$1500] of such Covered Charges for 
each person in the family.] [If both the newborn child and mother are insured 
under this Group Policy the Deductible does not apply for a newborn child 
(for the initial Hospital Inpatient Confinement) whose length of stay in the 
Hospital is the same as the mother’s length of stay.] 
 

When the family maximum Deductible is satisfied, benefits will be payable as if the 
"all other Covered Charges" individual calendar year Deductible for each person in 
the family has been satisfied. 

 
[Copay amounts [cannot] be used to satisfy the family Deductible limit.] 

 
[Covered Charges used to satisfy the family maximum Deductible that applies when 
care is received from [Preferred][Network] Providers will [not] be used to satisfy 
the family maximum Deductible that applies when care is received from Non-
[Preferred][Network] Providers and vice versa.]  

 
[129] [d. Individual Deductible Amount – For persons enrolled for Member only 

coverage 
 

The individual Deductible Amount will be [$1,500] each calendar year for all other 
Covered Charges. [If both the newborn child and mother are insured under this 
Group Policy the Deductible does not apply for a newborn child (for the initial 
Hospital Inpatient Confinement) whose length of stay in the Hospital is the same as 
the mother’s length of stay.]] 

 
[130] [e. Family Deductible Amount – For persons enrolled for Member and Dependent 

(family) coverage 
 
 The Deductible Amount for all persons in the same family (a Member and his or her 

Dependents) each calendar year will be [$3,000].  The family Deductible Amount 
may be satisfied either by one family member or by two or more family members.  
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However, during any calendar year, no benefits will be payable under this Group 
Policy until the entire family Deductible of [$3,000] has been satisfied.] [If both the 
newborn child and mother are insured under this Group Policy the Deductible does 
not apply for a newborn child (for the initial Hospital Inpatient Confinement) 
whose length of stay in the Hospital is the same as the mother’s length of stay.] 

 
[Article 2 - Out of Pocket Expenses 

[131] 
"Out-of-Pocket Expenses" mean Covered Charges for Treatment, or Service for which no 
benefits are payable because of Deductible, [Copayment], and coinsurance features.  Out-
of-Pocket Expenses does not include charges that are in excess of Prevailing Charges or 
charges that are not Covered Charges under this Group Policy. 
 
[Covered Charges used to satisfy the Out-of-Pocket Expense limits that apply when care 
is received from [Preferred][Network] Providers will [not] be used to satisfy the Out-of-
Pocket Expense limits that apply when care is received from Non-[Preferred][Network] 
Providers and vice versa.] 
 
[In addition, the following charges will not count toward satisfaction of the Out-of-
Pocket Expense limits: 
 
a. Covered Charges for which no benefits are payable because of the Utilization 

Management Requirements penalty; or 
 
[b. The Hospital Services per-admission Copay amount; or] 
 
[c. The Physician Office or Clinic Services per-visit Copay amount; or] 
 
[d. The emergency room per-visit Copay amount[; or 
 
[e. Covered Charges for Mental Health or Behavioral Treatment Services]; or 
 
[f. The [Provider Administered] Specialty Prescription Drug Copay amount]; or 
 
[g. The [Adult Wellness], [Well Child Visits], [Pediatric Vaccines], [Colonoscopies] 

[and] [Mammograms] per-visit Copay amount].] 
 
[For the Physician Office or Clinic Services per-visit Copay amount [for Treatment or 
Service received from Non-[Preferred][Network] Providers]: The coinsurance amount 
that the Member [or Dependent] must pay after the Copay amount [will be counted 
toward satisfaction of the Out-of-Pocket Expense limits, but] will not be counted toward 
satisfaction of the "all other Covered Charges" calendar year Deductible Amount.]] 
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[Article 2A – Coinsurance Maximums 

[131A] 
“Coinsurance” means the percentage of Covered Charges shared by the Member and his 
or her Dependents and The Principal after the calendar year Deductible has been met. 
 
“Coinsurance Maximum” means the maximum amount of Covered Charges that the 
Member and his or her Dependents must pay in excess of the Copay amounts and the 
calendar year Deductible Amount. 
 
Coinsurance Maximums do not include charges that are in excess of Prevailing Charges 
or charges that are not Covered Charges under this Group Policy. 
 
[Covered Charges used to satisfy the Coinsurance Maximums that apply when care is 
received from [Preferred][Network] Providers will [not] be used to satisfy the 
Coinsurance Maximums that apply when care is received from Non-
[Preferred][Network] Providers and vice versa.] 
 
In addition, the following charges will not count toward satisfaction of the Coinsurance 
Maximums: 
 
a. Covered Charges for which no benefits are payable because of the Utilization 

Management Requirements penalty; or 
 
[b. The Hospital Services per-admission Copay amount; or] 
 
[c. The Physician Office or Clinic Services per-visit Copay amount; or] 
 
[d. The emergency room per-visit Copay amount; or] 
 
[e. Covered Charges for Mental Health or Behavioral Treatment Services; or] 
 
[f. The [Provider Administered] Specialty Prescription Drug Copay amount][; or] 
 
[g. The [Adult Wellness], [Well Child Visits], [Pediatric Vaccines], [Colonoscopies] 

[and] [Mammograms] per-visit Copay amount; or] 
 
[h. The calendar year Deductible].] 
 
[For the Physician Office or Clinic Services per-visit Copay amount [for Treatment or 
Service received from Non-[Preferred][Network] Providers]: The coinsurance amount 
that the Member [or Dependent] must pay after the Copay amount will be counted toward 
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satisfaction of the Coinsurance Maximums, but will not be counted toward satisfaction of 
the "all other Covered Charges" calendar year Deductible Amount]]. 
 

[132] [Article 3 - Covered Charges Carried Forward 
 
To determine Deductible satisfaction, Treatment or Service received by a Member [or 
Dependent] during the last three months of a calendar year may be counted as if received 
in either: 
 
a. the calendar year in which actually received; or 
 
b. the next following calendar year; 
 
whichever would result in the greater benefit payment.] 
 

[133] [Article 4 - Period of Confinement 
 
For purposes of applying the Hospital charges Copay amount for each admission, two or 
more periods of Hospital Inpatient Confinement will be considered one period of 
confinement unless caused by an unrelated sickness or injury, or unless separated by [30 
consecutive] days or more.] 
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PART IV – BENEFITS 
 

Section A (3) – Covered Charges 
 
Article 1 - Covered Charges 

 
Covered Charges will be the actual cost charged to the Member [or Dependent] but only 
to the extent that the actual cost charged does not exceed Prevailing Charges. 
 
Covered Charges for Comprehensive Medical benefits payable will be based on four 
Categories of medical care services as described below. 
 
Payment of Covered Charges not listed shall be determined by The Principal based on the 
amount payable for a Covered Charge of a comparable nature. 
 
a. Hospital Services include: 
 

(1) charges by a Hospital for room and board (but not more than the Hospital 
Room Maximum if confinement is in a private room); and 

(2) Hospital services other than room and board; and 
(3) charges by a Physician for pathology, radiology, or the administration of 

anesthesia while receiving treatment at a Hospital; and 
(4) the services of a licensed practical nurse (L.P.N.) or a licensed registered 

nurse (R.N.), but only when such services are provided while receiving 
treatment during a Hospital Inpatient Confinement or as otherwise required by 
state law; and 

(5) physical, occupational, and speech therapy, but only when such services are 
provided while receiving treatment during a Hospital Inpatient Confinement; 
and 

(6) charges for blood and blood plasma when provided while the person is 
receiving treatment at a Hospital; and 

(7) Birthing Center services; and 
(8) Ambulatory Surgery Center services; and 
(9) freestanding dialysis center services; and 
(10) Inpatient Rehabilitative Services as described in PART IV, Section A (8).  

 
b. Physician Hospital Services include charges for the services of a Physician 

(including surgery and Physician Visits), while receiving treatment at a Hospital (on  
[134]  an inpatient or outpatient basis). [This includes a professional component that is 

billed by a pathologist in connection with the laboratory testing).] 
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c. Physician Office or Clinic Services include: 
[135] 

(1) charges for Treatment or Service furnished at the Physician's office or clinic.  
Such services include charges for a Physician Visit, [dressings,] [supplies,] 
[equipment] [injections] [(other than for [Provider Administered] Specialty 
Prescription Drugs),] [take-home drugs,] [blood,] [blood plasma,] [[x-ray 
and] laboratory examinations,] [(this includes a professional component that 
is billed by a pathologist in connection with the laboratory testing),] 
[radium,] [radioactive isotope therapy,] [removal of impacted teeth,] [and 
routine physical examinations.  Routine physical examinations do not include 
Advanced Imaging Services as described in PART IV, Section A (9A); and  

(2) the services of a Health Care Extender; and 
(3) physical, occupational, and speech therapy as described in PART IV, Section 

A (8); and 
[136]  [(4) the services of a Physician or licensed acupuncturist for acupuncture treatment 

up to a maximum benefit of [$500 each calendar year] for each Member [or 
Dependent]; and  

[137]  [(5) Complementary Medicine as described in PART IV, Section A (16)]; and 
[138]  [(6) telephone calls or telephone consultations]; and  
[138]  [(7) e-mail communications or e-mail consultation by a Physician with an 

established patient, up to a maximum benefit of [$35 per consultation.]  E-
mail consultations involving prescription refills, scheduling of appointments 
or any communication not used for the evaluation of a clinical condition will 
not be considered a Covered Charge.]     

 
d. All Other Covered Services include: 

 
(1) drugs and medicines requiring a Physician's prescription and approved by the 

Food and Drug Administration for marketing [as described in Article [4] 
below][, excluding any charges payable under this PART IV, Section B1 (2) 
[and Section B1 (3)]]; and 

[139]  (2) charges for ambulance services provided by a Hospital or a licensed service to 
and from a local Hospital (or to and from the nearest Hospital equipped to 
furnish needed treatment not available in a local Hospital) or to and from a 
Hospital when needed to transition to a more cost effective level of care as 
determined by The Principal; [not to exceed a maximum benefit of [$5,000] 
each calendar year for each Member [or Dependent]]; and 

(3) surgical dressings, supplies, covered orthotics, casts, splints, braces, crutches 
and equipment not considered to be Durable Medical Equipment as described 
in PART IV, Section A (12); and 

(4) oxygen, nebulizers and related charges ; and 
(5) Skilled Nursing Facility Care as described in PART IV, Section A (15); and 
(6) Hospice Care as described in PART IV, Section A (14); and 
(7) Home Health Care as described in PART IV, Section A (11); and 
(8) Home Infusion Therapy Services as described in PART IV, Section A (11); 

and 
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(9) Durable Medical Equipment as described in PART IV, Section A (12); and 
(10) Prosthetics as described in Section A (13); and 
(11) the services of a licensed practical nurse (L.P.N.) or a licensed registered 

nurse (R.N.), but only when such services are provided as part of Home 
Health Care, Home Infusion Therapy Services or Hospice Care as required by 
state law; and 

(12) anesthesia; and 
[140]  [(13) cornea or skin transplants; and  

(14) Advanced Imaging Services as described in PART IV, Section A (9A); and   
(15) Dental Services to repair damages to the jaw and sound natural teeth, if the 

damage is the direct result of an accident (but did not result from chewing) 
and if the Dental Services are completed within twelve months after the 
accident.  Covered Charges are limited to the least expensive procedure that 
would provide professionally acceptable results; and 

 [(16) Outpatient, clinic or office-based surgery]; and 
[141A] [(17) Outpatient non-surgical back, neck and spine as described in PART IV, 

Section A (8)]; and 
[141B] [(18) Dental Services for the Treatment or Service of Amelioblastoma (benign, non-

encapsulated, locally aggressive tumor of odontogenic epithelium), Giant Cell 
Granuloma (benign but aggressive lesion of the jaw) or Odontogenic 
Keratocyst (aggressive and rapid growing cyst that will invade tissue and 
bone) tumors]. 

 
 
Article 2 - Covered Charges for Multiple Surgical Procedures 
 
If a Member [or Dependent] undergoes two or more procedures during the same 
anesthesia period, Covered Charges for the services of the Physician, facility, or other 
covered provider for each procedure that is clearly identified and defined as a separate 
procedure will be based on: 
 

[142] [[for [PPO][Network] Providers:]  
 
 [a. [100% of Prevailing Charges for the first or primary procedure or a different 

amount provided the amount has been agreed to in Writing by The Principal and 
the [PPO][Network] Provider;] [and] 

 
[b. [50% of Prevailing Charges for the second procedure or a different amount 

provided the amount has been agreed to in Writing by The Principal and the 
[PPO][Network] Provider;] [and] 

 
[c. [25% of Prevailing Charges for each of the other procedures or a different amount 

provided the amount has been agreed to in Writing by The Principal and the 
[PPO][Network] Provider.]] 
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[142] [[for Non-[PPO][Network] Providers:]  
 
 [a. [100% of Prevailing Charges for the first or primary procedure or a different 

amount provided the amount has been agreed to in Writing by The Principal and 
the Non-[PPO][Network] Provider;] [and] 

 
[b. [50% of Prevailing Charges for the second procedure or a different amount 

provided the amount has been agreed to in Writing by The Principal and the Non-
[PPO][Network] Provider;] [and] 

 
[c. [25% of Prevailing Charges for each of the other procedures or a different amount 

provided the amount has been agreed to in Writing by The Principal and the Non-
[PPO][Network] Provider.]] 

 
[142A] 

Article 3 – Covered Charges for Multiple [Advanced Imaging Services] [and] [Certain 
Diagnostic Testing] 
 
If a Member [or Dependent] undergoes two or more procedures during a single patient 
session, Covered Charges for the services of a [Physician][,] facility or other covered 
provider for each procedure will be based on: 
 

[142] [[for [PPO][Network] Providers:]  
 
a. [100% of Prevailing Charges for the first or primary procedure or a different 

amount provided the amount has been agreed to in Writing by The Principal and 
the [PPO][Network] Provider]; and 

 
b. [75% of Prevailing Charges for the second procedure or a different amount 

provided the amount has been agreed to in Writing by The Principal and the 
[PPO][Network] Provider]; and 

 
c [75% of Prevailing Charges for each of the other procedures or a different amount 

provided the amount has been agreed to in Writing by The Principal and the 
[PPO][Network] Provider].  

 
[This does not apply to services received while Hospital Inpatient Confined.] 
 

[142] [[for Non-[PPO][Network] Providers:]  
 
a [100% of Prevailing Charges for the first or primary procedure or a different 

amount provided the amount has been agreed to in Writing by The Principal and 
the Non-[PPO][Network] Provider]; and 
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b. [75% of Prevailing Charges for the second procedure or a different amount 
provided the amount has been agreed to in Writing by The Principal and the Non-
[PPO][Network] Provider]; and 

 
c [75% of Prevailing Charges for each of the other procedures or a different amount 

provided the amount has been agreed to in Writing by The Principal and the Non-
[PPO][Network] Provider].  

 
[This does not apply to services received while Hospital Inpatient Confined.] 
 
 
Article 4 - Covered Charges for an Assistant during Surgical Procedures 

[143] 
Benefits will be payable for the services of an assistant to a surgeon if the skill level of a 
Medical Doctor or Doctor of Osteopathy would be required to assist the primary surgeon.  
Covered Charges for such services will be paid up to [20%] of the Prevailing Charge of 
the covered surgical procedure if the procedure is performed by a Physician or Health 
Care Extender [or a different amount provided the amount has been agreed to in Writing 
by The Principal and the [PPO] [Network] Provider] [for [PPO] [Network] Providers]] 
[20%] of the Prevailing Charge of the covered surgical procedure if the procedure is 
performed by a Physician or Health Care Extender [or a different amount provided the 
amount has been agreed to in Writing by The Principal and the Non-[PPO] [Network] 
Provider] [for Non-[PPO] [Network] Providers]].  [Covered Charges for a non-Doctor 
of Medicine, non-Doctor of Osteopathy or a non-Doctor of Podiatry surgical assistant 
will be paid up to [15%] of the Prevailing Charge.] 
 
In addition, the multiple surgical procedures percentiles, as described in [Article 2] will 
be applied.  
 

[144] [Article 5 - [Provider Administered] Specialty Prescription Drugs  
 
[Provider Administered] Specialty Prescription Drugs are drugs and medicines, as 
determined by The Principal, that are typically expensive, biotechnology drugs used to 
treat certain chronic conditions.  A complete list of [Provider Administered] Specialty 
Prescription Drugs is available on-line at the Principal Life Insurance Company website 
www.principal.com.  Drugs not on the list are not considered [Provider Administered] 
Specialty Prescription Drugs.  See Utilization Management Requirements below. 
 
Covered Charges will include charges incurred for [Provider Administered] Specialty 
Prescription Drugs filled by a provider, Specialty Pharmacy, Member Pharmacy or at a 
Non-Member Pharmacy. 
 
“Specialty Pharmacy” means a pharmacy designated by [The Principal] to dispense 
[Provider Administered] Specialty Prescription Drugs. 
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“Member Pharmacy” means any retail pharmacy which has contracted with [The 
Principal] [the designated pharmacy benefit manager] to dispense Prescription Drugs 
for which benefits are provided under this Group Policy. 
 
“Non-Member Pharmacy” means any retail pharmacy which has not contracted with 
[The Principal] [the designated pharmacy benefit manager] to become a Member 
Pharmacy.  
 
a. [Provider Administered] Specialty Prescription Drugs and Refills payable under 

this Article will be limited to not more than a [30-day] supply for each prescription 
and each refill. 

 
b. Benefits payable for the Filling of each [Provider Administered] Specialty 

Prescription Drug or Refill will be payable as described below: 
[144A] 

 [(1) For each [Provider Administered] Specialty Prescription Drug or each refill 
that is filled at a [Specialty Pharmacy] [or] [Member Pharmacy], a [Provider 
Administered] Specialty Prescription Drug [Copay] [Copay of [25%] of 
Covered Charges for each prescription and each refill up to [$2,000]] [or] 
[Deductible Amount] will apply.]  

[144A] 
 [(2) For each [Provider Administered] Specialty Prescription Drug or each refill 

that is filled at a [Non-Member Pharmacy], a [Provider Administered] 
Specialty Prescription Drug [Copay] [Copay of [25%] of Covered Charges 
for each prescription and each refill up to [$2,000]] [or] [Deductible 
Amount] will apply.] 

[144A] 
 [(3) For each [Provider Administered] Specialty Prescription Drug or each refill 

that is filled at a [PPO] [Network] Provider Physician office or clinic or 
outpatient facility, a [Provider Administered] Specialty Prescription Drug 
[Copay] [Copay of [25%] of Covered Charges for each prescription and each 
refill up to [$2,000]] [or] [Deductible Amount] will apply.] 

[144A] 
 [(4) For each [Provider Administered] Specialty Prescription Drug or each refill 

that is filled at a Non-[PPO] [Network] Provider Physician office or clinic or 
outpatient facility, a [Provider Administered] Specialty Prescription Drug 
[Copay] [Copay of [25%] of Covered Charges for each prescription and each 
refill up to [$2,000]] [or] [Deductible Amount] will apply.] 

[144A] 
 [(5) For each [Provider Administered] Specialty Prescription Drug or each refill 

that is filled at a [[PPO] [Network] Provider Home Health Care Agency, a 
[Provider Administered] Specialty Prescription Drug [Copay] [Copay of 
[25%] of Covered Charges for each prescription and each refill up to 
[$2,000]] [or] [Deductible Amount] will apply.] 
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[144A] 
 [(6) For each [Provider Administered] Specialty Prescription Drug or each refill 

that is filled at a [Non-[PPO] [Network] Provider Home Health Care Agency, 
a [Provider Administered] Specialty Prescription Drug [Copay] [Copay of 
[25%] of Covered Charges for each prescription and each refill up to 
[$2,000]] [or] [Deductible Amount] will apply.] 

 
c. Benefits payable for Administration of the [Provider Administered] Specialty 

Prescription Drugs or Refill will be payable as described below.  The applicable 
[Copay] [Deductible Amount] [calendar year Deductible] [Coinsurance 
percentages] described below are in addition to the applicable [Provider 
Administered] Specialty Prescription Drugs [Copays] [Deductible Amounts] 
[Coinsurance percentages] applicable above:  

[144B] 
 [(1)  For [Provider Administered] Specialty Prescription Drugs administered at a 

[PPO] [Network] Provider Physician office or clinic or outpatient facility, the 
applicable [PPO] [Network] [Copay] [Deductible Amount] [and] 
[Coinsurance] will apply.] 

[144B] 
 [(2) For [Provider Administered] Specialty Prescription Drugs administered at a 

Non-[PPO] [Network] Provider Physician office or clinic or outpatient 
facility, the applicable Non-[PPO][Network] [Copay] [Deductible Amount] 
[and] [Coinsurance] will apply.]   

[144B] 
 [(3) For [Provider Administered] Specialty Prescription Drugs administered at a 

[PPO] [Network] Provider Home Health Care Agency, benefits will be 
payable the same as any other covered Treatment or Service as described in 
Home Health Care in Part IV, Section A (11).] 

[144B] 
 [(4) For [Provider Administered] Specialty Prescription Drugs administered at a 

Non-[PPO] [Network] Provider Home Health Care Agency, benefits will be 
payable the same as any other covered Treatment or Service as described in 
Home Health Care in Part IV, Section A (11).] 

[144C] 
d. Utilization Management Requirements  
 

[For [Provider Administered] Specialty Prescription Drugs, prior authorization 
[is] [may] be required.]  [If [Provider Administered] Specialty Prescription Drugs 
are [not pre-authorized] [or] [determined not to be [a Covered Charge] [Medically 
Necessary Care]], [benefits [will] [may] be subject to the Utilization Management 
Program described in PART IV, Section B1 (1A) of this Group Policy.] 
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[145] [Article 6 – Covered Charges for Clinical Trials 
 
Benefits will be payable for Clinical Trials provided: 
 
a. the Member [or Dependent] has a life threatening disease or illness and has 

exhausted all other forms of treatment; and 
 
b. the Member [or Dependent] is a participant in the Clinical Trial. 
 
Covered Charges will include: 
 
a. routine care costs for items or services that are typically provided absent a Clinical 

Trial; and 
 
b. services and supplies required solely for the provisions of the Experimental or 

Investigational Measures. 
 
No benefits will be paid for: 
 
a. charges for the Experimental or Investigational Measures; and  
 
b. costs associated with data collection and record keeping; and 
 
c. services that are required by the Clinical Trial protocol but are not used in the 

direct clinical management of the Member [or Dependent].] 
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PART IV – BENEFITS 
 

  Section A (4) – [Mental Health or Behavioral Treatment Services and Alcohol or Drug  
  Abuse Treatment Services][Mental Health, Behavioral, Alcohol or Drug Abuse  

Treatment Services] 
 
 

[146] [Article 1 - Payment Conditions - Mental Health or Behavioral Treatment Services and 
Alcohol or Drug Abuse Treatment Services 
 
The following benefits will be payable for Mental Health or Behavioral Treatment Services and 
Alcohol or Drug Abuse Treatment Services.  These benefits will be payable instead of any other 
benefits described in this Group Policy, except as otherwise indicated in this Article 1. In the 
event the Member [or Dependent] receives Treatment or Services for more than one condition 
during the same period of time, benefits will be paid based on the primary focus of the Treatment 
or Service, as determined by The Principal. 
 
a. Mental Health or Behavioral Treatment Services 
 

(1) Inpatient Hospital Services 
 

If a Member [or Dependent] is Hospital Inpatient Confined in a Psychiatric Hospital, 
a psychiatric unit of a general Hospital, a licensed outpatient psychiatric center, or a 
Community Mental Health Center, benefits will be payable for charges for room, 
board, and other usual services provided during such confinement, and for Physician 
Visits provided during such confinement. 

 
Benefits will be payable as described in (5) below. 

 
(2) Partial Hospitalization or Day Treatment Services 

 
If a Member [or Dependent] receives Partial Hospitalization or Day Treatment 
Services, benefits will be payable for such services as described in (5) below. 

 
"Partial Hospitalization Facility or Day Treatment Facility" means a Hospital, a 
Psychiatric Hospital, a licensed outpatient psychiatric center, a Community Mental 
Health Center, or freestanding facility that is licensed by the proper authority of the 
state in which it is located to provide Partial Hospitalization or Day Treatment 
Services. 

 
"Partial Hospitalization or Day Treatment Services" mean a structured program under 
the supervision of a Physician, which provides diagnostic and therapeutic Mental 
Health or Behavioral Treatment Services in a Partial Hospitalization Facility or Day 
Treatment Facility for not less than four and not more than 12 consecutive hours in a 
24-hour period. 
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(3) Outpatient Services 

 
If a Member [or Dependent] receives any Outpatient Services by a Physician or 
Health Care Extender, Hospital, Psychiatric Hospital, outpatient psychiatric center, or 
Community Mental Health Center, benefits will be payable as described in (5) below. 

 
"Outpatient Services" mean Mental Health or Behavioral Treatment Services, 
including Physician Visits, which are provided other than while Hospital Inpatient 
Confined or receiving Partial Hospitalization or Day Treatment Services. 

 
Covered Charges for Outpatient Services are limited to the following services: 

 
- Crisis intervention or stabilization; 
- Psychological testing; 
- Individual psychotherapy; 
- Family therapy, if the patient is present; 
- Group therapy; 
- Electroconvulsive therapy; 
- Psychiatric medication management; 
[- Biofeedback;] 
- Behavior modification treatment; 
[- Hypnotherapy;] 
- Narcosynthesis. 

 
(4) Physician Visits 

 
If a Member [or Dependent] receives any Mental Health or Behavioral Treatment 
Services by a Physician or Health Care Extender, benefits will be payable as follows: 

 
- While Hospital Inpatient Confined:  Benefits will be payable for Physician 

Visits when provided while the person is Hospital Inpatient Confined, only if 
they occur during the period for which inpatient Hospital benefits are payable.  
Benefits will be payable as described under (5) below. 

 
- While Receiving Partial Hospitalization or Day Treatment Services:  

Benefits will be payable for Physician Visits when provided while the person is 
receiving Partial Hospitalization or Day Treatment Services, only if they occur 
during the period for which Partial Hospitalization or Day Treatment Services 
benefits are payable.  Benefits will be payable as described under (5) below. 

 
- All Other Physician Visits:  Benefits for Physician Visits provided other than 

while Hospital Inpatient Confined or while receiving Partial Hospitalization or 
Day Treatment Services are Outpatient Services and will be payable as 
described under (5) below.  Covered services will be those listed under 
Outpatient Services in (3) above. 
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(5) Benefits Payable 

 
(a) Inpatient Hospital Services:  Benefits will be payable at [80%] of Covered 

Charges and will be subject to the same Deductible or Copay that applies to any 
other Inpatient Hospital Confinement, as well as the calendar year maximum 
benefit described in (6) below. 

 
(b) Partial Hospitalization or Day Treatment Services:  Benefits will be payable 

at [80%] of Covered Charges and will be subject to the calendar year 
Deductible, as well as the calendar year maximum benefit described in (6) 
below. 

 
(c) Outpatient Services:  Benefits will be payable at [80%] of Covered Charges 

and will be subject to the same Deductible or Copay that applies to any other 
outpatient services, as well as the calendar year maximum benefit described in 
(6) below. 

 
(d) Physician Visits:  Benefits will be payable at [80%] of Covered Charges and 

will be subject to [any applicable per-visit Copay][the calendar year 
Deductible], as well as the calendar year maximum benefit described in (6) 
below. 

 
The [80%] coinsurance rate described in (a), (b), (c), or (d) above applies whether or 
not the Member [or Dependent] has satisfied the [Out-of-Pocket Expense limit] 
[Coinsurance Maximums] described in PART IV, Section A (2). 

 
(6) Calendar Year Maximum 

 
The maximum benefit payable for any combination of Covered Charges described in 
(1), (2), (3), or (4) above will be limited to a maximum benefit of [$7,500] each 
calendar year for each insured person. 

 
b. Alcohol or Drug Abuse Treatment Services 
 

(1) Inpatient Hospital Services 
 

If a Member [or Dependent] is Hospital Inpatient confined in an Inpatient Alcohol or 
Drug Abuse Treatment Facility or an alcohol/drug unit of a general Hospital, benefits 
will be payable for charges for room, board, and other usual services provided during 
such confinement, and for Physician Visits provided during such confinement. 

 
Benefits will be payable as described in (5) below. 
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(2) Partial Hospitalization or Day Treatment Services 
 

If a Member [or Dependent] receives Partial Hospitalization or Day Treatment 
Services, benefits will be payable for such services as described in (5) below. 

 
"Partial Hospitalization Facility or Day Treatment Facility" means a Hospital or 
freestanding facility that is licensed by the proper authority of the state in which it is 
located to provide Partial Hospitalization or Day Treatment Services. 

 
"Partial Hospitalization or Day Treatment Services" means a structured program 
under the supervision of a Physician, which provided diagnostic and therapeutic 
Alcohol or Drug Abuse Treatment Services in a Partial Hospitalization Facility or 
Day Treatment Facility for not less than four and not more than 12 consecutive hours 
in a 24-hour period. 

 
(3) Outpatient Services 

 
If a Member [or Dependent] receives any Outpatient Services by a Physician or 
Health Care Extender, Hospital, or Outpatient Alcohol or Drug Abuse Treatment 
Facility, benefits will be payable as described in (5) below. 

 
"Outpatient Services" means Alcohol or Drug Abuse Treatment Services, including 
Physician Visits, which are provided other than while Hospital Inpatient Confined or 
receiving Partial Hospitalization or Day Treatment Services. 

 
Covered Charges for Outpatient Services are limited to the following services: 

 
(a) Individual therapy; 
(b) Family therapy, if the patient is present; 
(c) Group therapy; 
(d) Alcohol or drug abuse medication management, except as described in PART 

IV, Section A (18); 
[(e) Biofeedback;] 
(f) Behavior modification treatment; 
(g) Alcohol or drug abuse rehabilitation or counseling services. 

 
(4) Physician Visits 

 
If a Member [or Dependent] receives any Alcohol or Drug Abuse Treatment Services 
by a Physician or Health Care Extender, benefits will be payable as follows: 

 
(1) While Hospital Inpatient Confined:  Benefits will be payable for Physician 

Visits when provided while the person in Hospital Inpatient Confined, only if 
they occur during the period for which inpatient Hospital benefits are payable.  
Benefits will be payable as described under (5) below. 

 



PART IV - BENEFITS 
 

Section A (4) – Comprehensive Medical Expense Insurance [(PPO)], 
[Mental Health or Behavioral Treatment Services and 

Alcohol or Drug Abuse Treatment Services][Mental Health, 
Behavioral, Alcohol or Drug Abuse Treatment Services] 

GC 5014 C AR-2 Page 5 

 

(2) While Receiving Partial Hospitalization or Day Treatment Services:  
Benefits will be payable for Physician Visits when provided while the person is 
receiving Partial Hospitalization or Day Treatment Services, only if they occur 
during the period for which Partial Hospitalization or Day Treatment Services 
benefits are payable.  Benefits will be payable as described under (5) below. 

 
(3) All Other Physician Visits:  Benefits for Physician Visits provided other than 

while Hospital Inpatient Confined or while receiving Partial Hospitalization or 
Day Treatment Services will be considered Outpatient Services and will be 
payable as described under (5) below.  Covered services will be those listed 
under Outpatient Services in (3) above. 

 
(5) Benefits Payable 

 
(a) Inpatient Hospital Services:  Benefits will be payable the same as for any 

other covered Treatment or Service and will be subject to the same Deductible 
or Copay that applies to any other Inpatient Hospital Confinement, as well as 
the Maximum Benefits described in (6) below. 

 
(b) Partial Hospitalization or Day Treatment Services:  Benefits will be payable 

the same as for any other covered Treatment or Service and will be subject to 
the calendar year Deductible, as well as the Maximum Benefits described in (6) 
below. 

 
(c) Outpatient Services:  Benefits will be payable the same as for any other 

covered Treatment or Service and will be subject to the same Deductible or 
Copay that applies to any other outpatient services, as well as the Maximum 
Benefits described in (6) below. 

 
(d) Physician Visits:  Benefits will be payable the same as for any other covered 

Treatment or Service and will be subject to [any applicable per-visit Copay][the 
calendar year Deductible], as well as the Maximum Benefits described in (6) 
below. 

 
(6) Maximum Benefits 

 
For each insured person, the maximum benefit payable for any combination of 
Covered Charges described in (1), (2), (3), and (4) above will be limited to: 

 
- [$6,000] during any period of [two ]consecutive calendar years[; and 
- [$12,000] during the insured person's lifetime]. 

 
c. Provisions Applicable to Mental Health or Behavioral Treatment Services and 

Alcohol or Drug Abuse Treatment Services 
 

For the purpose of the benefits described in this Article 1: 
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(1) No benefits will be payable for any charges incurred in excess of the limits and 
maximums described in this Section.  The general Comprehensive Medical 
limitations in Section A (18) will apply to Mental Health or Behavioral Treatment 
Services and Alcohol or Drug Abuse Treatment Services.  In addition, Mental Health 
or Behavioral Treatment Services and Alcohol or Drug Abuse Treatment Services 
will not include and no benefits will be paid for: 

 
(a) recreational therapy, art therapy, music therapy, dance therapy, or wilderness 

therapy; or 
 

(b) psychoanalysis and aversion therapy; or 
 

(c) residential mental health or behavioral Treatment or Service; or 
 

(d) after-care treatment programs for alcohol or drug abuse. 
 

[(2) Benefits payable for Mental Health or Behavioral Treatment Services and Alcohol or 
Drug Abuse Treatment Services will be applied to the Comprehensive Medical 
Overall Lifetime Maximum Payment Limit, and this maximum will be reduced by the 
benefits paid; and] 

 
(3) Covered Charges incurred for outpatient laboratory services and for outpatient drugs 

and medicines requiring a Physician’s prescription are payable the same as for any 
other covered Treatment or Service and are not subject to the limits described in this 
Article 1; and 

 
[(4) Charges for Outpatient Services or Partial Hospitalization or Day Treatment Services 

that are in excess of those approved by The Principal for Outpatient Services or for 
Partial Hospitalization or Day Treatment Services will not be considered Covered 
Charges.] 

 
 [(5) Benefits payable for Outpatient Services and Partial Hospitalization or Day Treatment 

Services will be subject to the Utilization Management Program described in PART 
IV, Section B1 (1A) of this Group Policy.] 

[147] 
[(6) [Benefits payable for Outpatient Services and for Partial Hospitalization or Day 

Treatment Services must be pre-authorized prior to Treatment or Service received for 
[both [Preferred] [Network] Providers [and] Non-[Preferred] [Network] Providers.]  
[Benefits will be payable only for Outpatient Services and for Partial Hospitalization 
or Day Treatment Services determined to be [a Covered Charge] [Medically 
Necessary Care].]  

 
[(7) [If Treatment or Service for Outpatient Services and for Partial Hospitalization or 

Day Treatment Services is not pre-authorized, no benefits will be payable.] [If 
Treatment or Services for Outpatient Services and for Partial Hospitalization or Day 
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Treatment Services is not pre-authorized, benefits will be subject to the Utilization 
Management Program described in PART IV, Section B1 (1A) of this Group Policy.]] 

 
[Benefits payable for medical care received from either a [Preferred][Network] Provider or a 
Non-[Preferred][Network] Provider will be combined and applied toward the limits and 
maximums described in this Section A (4).] ] 
 
 

[148] [Article 1 – Payment Conditions – Mental Health, Behavioral, Alcohol or Drug Abuse 
Treatment Services 
 
The following benefits will be payable for Mental Health, Behavioral, Alcohol or Drug Abuse 
Treatment Services.  In the event the Member [or Dependent] receives Treatment or Services for 
more than one condition during the same period of time, benefits will be paid based on the 
primary focus of the Treatment or Service, as determined by The Principal. 
 
a. Inpatient Hospital Services 
 

If a Member [or Dependent] is Hospital Inpatient Confined in a Psychiatric Hospital, an 
Inpatient Alcohol or Drug Abuse Treatment Facility, a psychiatric or alcohol/drug unit of a 
general Hospital, a licensed outpatient psychiatric center, or a Community Mental Health 
Center, benefits will be payable for charges for room, board, and other usual services 
provided during such confinement, and for Physician Visits provided during such 
confinement.  Benefits are payable the same as for any other Hospital Inpatient 
Confinement. 

 
b. Outpatient Services 
 

If a Member [or Dependent] receives any Outpatient Services by a Physician or Health 
Care Extender, Hospital, Psychiatric Hospital, outpatient psychiatric center, Community 
Mental Health Center, or Outpatient Alcohol or Drug Abuse Treatment Facility, benefits 
will be payable the same as for any other outpatient services. 

 
"Outpatient Services" mean Mental Health, Behavioral, Alcohol or Drug Abuse Treatment 
Services, including Physician Visits, which are provided other than while Hospital 
Inpatient Confined. 

 
Covered Charges for Outpatient Services are limited to the following services: 

 
(1) Partial Hospitalization or Day Treatment Services; 
(2) crisis intervention or stabilization; 
(3) psychological testing; 
(4) individual psychotherapy; 
(5) family therapy, if the patient is present; 
(6) group therapy; 
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(7) electroconvulsive therapy; 
(8) psychiatric alcohol or drug abuse medication management, except as described in 

PART IV, Section A (18); 
[(9) biofeedback;] 
(10) behavior modification treatment; 
(11) alcohol or drug abuse rehabilitation or counseling services; 
[(12) hypnotherapy;] 
(13) narcosynthesis. 

 
For the purpose of these Outpatient Services benefits, "Partial Hospitalization or Day 
Treatment Services" means a structured program under the supervision of a Physician, 
which provides diagnostic and therapeutic Mental Health, Behavioral, Alcohol or Drug 
Abuse Treatment Services in a Partial Hospitalization Facility or Day Treatment Facility 
for not less than four and not more than 12 consecutive hours in a 24-hour period.  "Partial 
Hospitalization Facility or Day Treatment Facility" means a Hospital or freestanding 
facility that is licensed by the proper authority of the state in which it is located to provide 
Partial Hospitalization or Day Treatment Services. 

 
c. Physician Visits 
 

If a Member [or Dependent] receives any Mental Health, Behavioral, Alcohol or Drug 
Abuse Treatment Services by a Physician or Health Care Extender, benefits will be payable 
the same as for any other Physician Visit. 

 
d. Benefits Payable 
 

Benefits for Mental Health, Behavioral, Alcohol or Drug Abuse Treatment Services are 
payable the same as for any other covered Treatment or Service. 

 
 [Benefits paid will be applied toward the Comprehensive Medical Overall Lifetime 

Maximum Payment Limit and this maximum will be reduced by the benefits paid.] 
 

[Charges incurred for Outpatient Services that are in excess of those approved by The 
Principal for Outpatient Services will not be considered Covered Charges.] 

 
[Benefits payable for Outpatient Services will be subject to the Utilization Management 
Program described in PART IV, Section B1 (1A) of this Group Policy.] 
 

[149] [Benefits payable for Outpatient Services must be pre-authorized prior to Treatment or 
Service received for [both [Preferred] [Network] Providers and] Non-
[Preferred][Network] Providers.] [Benefits will be payable only for Outpatient Services 
determined to be [a Covered Charge] [Medically Necessary Care].]  
 
[If Treatment or Service for Outpatient Services is not pre-authorized, no benefits will be 
payable.] [If Treatment or Services for Outpatient Services is not pre-authorized, benefits 
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will be subject to the Utilization Management Program described in PART IV, Section B1 
(1A) of this Group Policy.]  

 
e. Limitations 
 

The general Comprehensive Medical limitations described in Section A (18) of this Group 
Policy will apply to Mental Health, Behavioral, Alcohol or Drug Abuse Treatment 
Services.  In addition Mental Health, Behavioral, Alcohol or Drug Abuse Treatment 
Services will not include and no benefits will be paid for: 

 
 (1) recreational therapy, art therapy, music therapy, dance therapy, or wilderness therapy; 

or 
(2) psychoanalysis and aversion therapy; or 
(3) residential mental health or behavioral Treatment or Service; or 
(4) after-care treatment programs for alcohol or drug abuse.] 
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PART IV – BENEFITS 
 

Section A (5) -Transplant Services 
 

[Article 1 – Payment Conditions - Transplant Services 
[150] 

"Transplant Services" means Covered Charges incurred in connection with the  
covered transplant including but not limited to those listed below that are [for 
Medically Necessary Care] [a Covered Charge] and not considered to be an 
Experimental or Investigational Measure.  Covered transplants include the 
following human-to-human organ or bone marrow transplant procedures 
(including charges for organ or tissue procurement): 

 
[(1) Heart; 
(2) Heart/lung (simultaneous); 
(3) Lung; 
(4) Liver; 
(5) Kidney; 
(6) Kidney-Pancreas; 
(7) Pancreas; 
(8) Small Bowel; 
(9) Cornea; 
(10) Skin; 
(11) Bone marrow transplant or peripheral stem cell infusion when a positive 

response to standard medical treatment or chemotherapy has been 
documented.  

  
Benefits for these Transplant Services will be payable the same as for any other 
covered Treatment or Service [subject to the calendar year [Deductible] [and] 
[Coinsurance].] 

 
Limitations 
 

The general Comprehensive Medical limitations listed in PART IV, Section A 
(18) will apply to Transplant Services.  In addition, limitations specific to 
Home Health Care, Home Infusion Therapy Services, Durable Medical 
Equipment, Hospice and Skilled Nursing Facility provisions will apply to 
Transplant Services if those benefits are used in connection with a covered 
transplant covered under this Group Policy. 

 
For each transplant episode Covered Charges will include: 

 
(1) Transplant evaluations from no more than two transplant providers; and 
(2) No more than one listing with the United Network of Organ Sharing 

(UNOS). 
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If the transplant is not a transplant covered under this Group Policy, all 
charges related to the transplant and all related complications will be 
excluded from payment under this Group Policy, including, but not limited to, 
dose-intensive chemotherapy. 

 
[Benefits paid for Transplant Services will be applied to the Comprehensive 
Medical Overall Lifetime Maximum Payment Limit and this maximum will be 
reduced by the benefits paid.]] 

 
[See the Utilization Management Program in PART IV, Section B1 (1A) of 
this Group Policy.] 

 
[Article 1 - Payment Conditions - Transplant Services 

[151] 
"Transplant Services" means Covered Charges incurred in connection with the  
covered transplants including but not limited to those listed below that are [for 
Medically Necessary Care] [a Covered Charge] and not considered to be an 
Experimental or Investigational Measure.  The following benefits will be payable 
for Treatment or Service for Transplant Services.  These benefits will be payable 
instead of any other benefits described in this Group Policy, except as otherwise 
provided in this Section. 
 
a. Covered Transplants 
 
 The following human-to-human organ or bone marrow transplant procedures 

will be considered Covered Charges, subject to all limitations and maximums 
described in this Section A (5), for a patient who is covered under this Group 
Policy. 

 
[(1) Heart; 
(2) Heart/lung (simultaneous); 
(3) Lung; 
(4) Liver; 
(5) Kidney; 
(6) Kidney-pancreas; 
(7) Pancreas; 
(8) Small bowel; 
(9) Bone marrow transplant or peripheral stem cell infusion when a positive 

response to standard medical treatment or chemotherapy has been 
documented.  

 
Cornea and skin transplants are not covered transplants for the purpose of this 
Article 1.  Instead, cornea and skin transplants are covered under the normal 
provisions of this Comprehensive Medical section, and are not subject to any 
conditions set forth in this Section. 
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b. Covered Charges 
 

For the purpose of this Article, Transplant Services Covered Charges will 
include all services listed in the general Comprehensive Medical Covered 
Charges section, including, but not limited to, services by a Home Health Care 
Agency, Skilled Nursing Facility, Hospice, and services for Home Infusion 
Therapy Services and Durable Medical Equipment. 
 
Covered Charges will also include charges incurred by the organ donor for a 
covered transplant if the charges are not covered by any other medical 
expense coverage. 

 
c. Benefits Payable:  Within the Transplant Network 
 

For Transplant Services provided by a provider in the Transplant Network, 
benefits payable for Treatment or Service received each calendar year will be 
paid [at the [PPO][Network] level of benefits], [subject to the calendar year 
[Deductible] and [Coinsurance].] 
 
If transplant related services are provided by a provider in the Transplant 
Network, travel and lodging expenses for the patient and the patient's 
Immediate Family will be covered if the treating facility is greater than [100] 
miles one way from the patient's home (excluding travel or lodging provided 
by a family member or friend).  This would include ambulance expenses that 
would otherwise be excluded under the Comprehensive Medical ambulance 
benefit, if such expenses are incurred solely to meet timing requirements 
imposed by the transplant.  Benefits payable cannot be used to satisfy any 
[Deductible] [or ][coinsurance amount] under the ambulance benefit in the 
normal provisions of the Comprehensive Medical section. 

 
Travel and lodging benefits will be payable at [100%] without application of 
any Deductible Amount, up to a lifetime maximum benefit of [$5,000] for 
each transplant recipient. 

 
All travel and lodging benefits must be approved in advance by The Principal. 
 

d. Benefits Payable: Outside the Transplant Network 
  

For Transplant Services provided by any covered provider other than a 
Transplant Network provider, benefits will be payable the same as any other 
covered Treatment or Service, [subject to the calendar year Deductible] [and 
the applicable coinsurance rate] up to the following maximum benefit for each 
transplant episode for each surgery listed below[, and up to a transplant 
lifetime maximum benefit of [$500,000] for each insured Member [or 
Dependent]]: 
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- Liver    [$ 30,000] 
- Kidney   [$ 30,000] 
- Heart    [$ 30,000] 
- Lung    [$ 30,000] 
- Heart/Lung (simultaneous) [$ 30,000] 
- Bone Marrow 
 - Autologous [$ 30,000] 
 - Allogeneic  [$ 30,000] 
- Kidney-Pancreas (simultaneous) [$ 30,000] 
- Kidney   [$ 30,000] 
- Pancreas   [$ 30,000] 
- Small bowel  [$ 30,000] 

 
Services subject to the transplant episode [and transplant lifetime maximums] 
will include Covered Charges as specified in this section, including, but not 
limited to:  evaluation; pre-transplant, transplant, and post-transplant care (not 
including outpatient immunosuppressant drugs); organ donor search, 
procurement and retrieval; complications related to the procedure and follow-
up care for services received during the 12-month period from the date of 
transplant.  Services by a Home Health Care Agency or Skilled Nursing 
Facility and services for Home Infusion Therapy Service and Durable Medical 
Equipment will reduce those provisions maximums as described in [Section A 
(11) (12) (15)]. 

 
No benefits will be payable for travel and lodging expenses if services are 
provided outside the Transplant Network. 

 
e. Limitations:  Applicable Within and Outside the Transplant Network 
 

The general Comprehensive Medical limitations listed in Section A (18) will 
apply to Transplant Services.  In addition, limitations specific to Home Health 
Care, Home Infusion Therapy Services, Durable Medical Equipment, 
Hospice, and Skilled Nursing Facility provisions will apply to Transplant 
Services if those benefits are used in connection with a covered transplant. 

 
For each transplant episode Covered Charges will include: 

 
(1) Transplant evaluations from no more than two transplant providers; and 
(2) No more than one listing with the United Network of Organ Sharing 

(UNOS). 
 

If the transplant is not a covered transplant under this Group Policy, all 
charges related to the transplant and all related complications will be excluded 
from payment under this Group Policy, including, but not limited to, dose-
intensive chemotherapy.  
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[Benefits paid for Transplant Services will be applied to the Comprehensive 
Medical Overall Lifetime Maximum Payment Limit and this maximum will 
be reduced by the benefits paid.] ] 
 
[See the Utilization Management Program in PART IV, Section B1 (1A) of 
this Group Policy.] 
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PART IV – BENEFITS 
 

Section A (6) – Medical Emergency 
  

 
Article 1 – Payment Conditions - Medical Emergency 

 
If a Member [or Dependent] requires treatment, either within the [PPO][Network] 
Service Area or outside the [PPO][Network] Service Area, for a Medical Emergency and 
cannot reasonably reach a [Preferred][Network] Provider, benefits for such treatment 
received for that Medical Emergency will be paid subject to the [PPO][Network] 
[Deductible][,] [Copay] [and] [Coinsurance].  Treatment or Service for conditions other 
than that which created the Medical Emergency will be paid at the Non-[PPO][Network] 
level. 
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PART IV – BENEFITS 
 

Section A (7) – Wellness Services 
 

 
[Article 1 – Payment Conditions - Wellness Services 

[152] 
a. Routine Physical Exam 
 
 (1) Adult Wellness  

 
 If medical care is received from [Preferred][Network] Providers, charges 

incurred for Routine Physical Exams will be payable as described below:  
 
 For a Member [or Dependent] [19] years of age or older:  Benefits will be 

payable [in excess of the applicable Copay Amount] at the [PPO] [Network] 
level of benefits [the same as for any other Physician Office or Clinic 
Service][, but will be limited to a calendar year maximum benefit of [$300] 
for each insured person].  

  
 [No benefits will be payable if services are provided by a Non-

[PPO][Network] Provider.]   
 
(2) Well Child Visits 
 
 Dependents under age [19]:  If services are provided by a [PPO][Network] 

Provider, benefits will be payable [in excess of the applicable Copay Amount] 
at the [PPO][Network] level of benefits [the same as for any other Physician 
Office or Clinic Service]. 

 
 If services are provided by a Non-[PPO][Network] provider, benefits will be 

payable at the Non-[PPO][Network] level of benefits[ the same as for any 
other Physician Office or Clinic Service]. 

 
“Routine Physical Exam” means a medical examination given by a Physician for a reason 
other than to diagnose or treat a suspected or identified sickness or injury.  Included as 
part of the examination are [x-rays,] [laboratory tests,] [immunizations] [and] [other 
tests] given in connection with the examination.  [Not included are charges for 
Advanced Imaging Services as described in PART IV, Section A (9A).]   

 
Also not included are charges for Prostate Cancer Screening, Colorectal Cancer 
Screening, Children’s Preventive Pediatric Care Services and Mammography Services.  
Such charges are payable as described in PART IV, Section A. 
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b. Pediatric Vaccines 
 

Covered Charges will include the cost of Pediatric Vaccines administered to a 
Dependent Child from birth through 18 years of age. 
 
"Pediatric Vaccines" mean those vaccines shown on the list established and 
periodically reviewed by the Advisory Committee on Immunization Practices as 
referenced by Section 1928 of Title 19 of the Social Security Act or such other list 
of vaccines as mandated by other Federal or State laws that are applicable to this 
Group Policy. 
 
[Benefits for Pediatric Vaccines will be payable at 100% of Covered Charges and 
no Deductible or copay will apply].  
 
[Benefits for Pediatric Vaccines provided by a [PPO] [Network] Provider, will be 
payable[at the [PPO][Network] level of benefits] except  no Deductible or copay 
will apply.] 
 
[Benefits for Pediatric Vaccines provided by a Non-[PPO] [Network] Provider, 
will be payable at the Non-[PPO] [Network] level of benefits[ the same as any 
other Physician Office or Clinic Service except  no Deductible or copay will apply.] 
 
NOTE:  The benefit will be coordinated with the Children’s Preventive Pediatric 
Care Services provisions in PART IV, Section (A). 

 
c. [Screening ]Colonoscopies 
 

 [Covered Charges will include charges incurred for [screening] colonoscopies or 
[screening] flexible sigmoidoscopies [as recommended by the American Cancer 
Society[ for Members [or Dependents] age [50] and over].]   

 
 [Benefits  will be payable the same as any other Physician Office or Clinic Service 

up to a calendar year maximum benefit of [$3,000] for each insured person.  All 
other colonoscopies or flexible sigmoidoscopies will be paid the same as any other 
covered Treatment or Service.  No benefits will be payable if the Treatment or 
Service is provided by a Non-[PPO][Network] Provider.] 

[153] 
[Covered Charges will include charges incurred for colonoscopies or flexible 
sigmoidoscopies as provided below: 
 
Benefits for colonoscopies or flexible sigmoidoscopies provided in a [PPO] 
[Network] Physician office or clinic or outpatient facility will be payable [in 
excess of the applicable Copay Amount] [ or] [Deductible Amount]. 
 
Benefits for [diagnostic] colonoscopies or [diagnostic] flexible sigmoidoscopies 
provided in a non-[PPO] [Network] Physician office or clinic or outpatient facility 
will be payable the same as any other covered Treatment or Service.  [No benefits 
for screening colonoscopies or screening flexible sigmoidoscopies provided in a 
Non-[PPO][Network] Physician office or clinic or outpatient facility will be 
payable.] 
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d. Mammograms 
 
 Covered Charges will include charges incurred for mammograms.   
 
 [Benefits will be payable [in excess of the applicable Copay Amount] the same as 

any other Physician Office or Clinic Service for each insured person.] 
[153A] 

 [Benefits for mammograms provided by a [PPO] [Network] Provider, will be 
payable in excess of the applicable Copay Amount.] 
 
[Benefits for mammograms provided by a Non-[PPO] [Network] Provider, will be 
payable at the Non-[PPO] [Network] level of benefits[ the same as any other 
Physician Office or Clinic Service].] 

 
[e. Morbid Obesity 
 
 Covered Charges will include charges incurred for bariatric surgery or surgery to 

treat obesity if: 
 

(1) the Member [or Dependent] electing surgery is at least  [18] years of age; and 
 
(2) there is documented medical history of failure to sustain weight loss with 

medically supervised dietary and conservative treatment for at least  [6 
consecutive months] so long as a portion of that [6 month] period falls within 
the [12-month] period prior to the date of surgery; and 

 
(3) a BMI of 40 for at least three (3) consecutive years or a BMI greater than 35 

for at least three (3) consecutive years in conjunction with at least two (2) of 
the following co-morbid conditions: hypertension, diabetes mellitus, 
restrictive lung disease, osteoarthritis, obstructive sleep apnea or 
cardiovascular disease. 

 
Benefits will be payable the same as any other covered Treatment or Service.]    
 

[f. Smoking Cessation 
 
 Covered Charges will include charges incurred for Smoking Cessation.  Benefits 

will be payable the same as any other covered Treatment or Services up to a [$350] 
maximum lifetime benefit per insured person.] 
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PART IV – BENEFITS 
 

Section A (8) – Rehabilitative Services 
 
Article 1 - Payment Conditions - Rehabilitative Services 

[154] 
a.  Outpatient, Office or Clinic Services  
 
 (1) Back, Neck and Spine 

[155] 
 Covered Charges will include charges for all Treatment or Services incurred 

for non-surgical treatment (including [diagnostic testing and] post-surgical 
therapy) of the vertebrae, disc, spine, back, neck and adjacent tissues in an 
outpatient, office or clinic setting. [Benefits for covered Treatment or Service 
delivered in an outpatient setting, other than Physician’s office or clinic will 
be subject to Deductible and coinsurance.  Benefits for covered Treatment or 
Service delivered in a Physician’s office or clinic will be payable the same as 
any other [Specialist] Physician’s Office or Clinic Service.]  [Benefits will not 
exceed [$1,000] each calendar year for each insured person.] [Benefits will be 
payable the same as any other [Specialist] Physician Office or Clinic Service 
[up to a maximum benefit of [$2,000] each calendar year for each insured 
person]].  [Benefits will be payable subject to Deductible and coinsurance [as 
described under All Other Covered Services, PART IV, Section A (3)][ up to a 
maximum benefit of [$1,000] each calendar year for each insured person].] 

 
 (2) Occupational Therapy, Physical Therapy and Speech Therapy, excluding 

Back, Neck and Spine as described above 
[156] 

 Covered Charges will include charges incurred for occupational therapy, 
physical therapy and speech therapy, excluding services described above for 
back, neck and spine, up to a combined maximum benefit of [$2,500 each 
calendar year] for each insured person.  Benefits will be payable the same as 
any other [Specialist] Physician Office or Clinic Service regardless of location 
of service.     

 
b. Inpatient Services 

[157] 
 Covered Charges will include charges incurred for inpatient rehabilitative services 

in an Inpatient Rehabilitation Facility for each insured person during the Member’s 
[or Dependent’s] lifetime.  Benefits will be payable the same as any other covered 
Treatment or Service up to a maximum of [30 days per calendar year]. 

 
 “Inpatient Rehabilitation Facility” is a Hospital (or a special unit of a Hospital that 

is designated as an Inpatient Rehabilitation bed) that provides rehabilitation health 
services (including but not limited to physical therapy, occupational therapy or 
speech therapy) on an inpatient basis, as authorized by law.   
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PART IV – BENEFITS 
 

Section A (9) – Outpatient X-ray Services; Outpatient Laboratory Services 
 
 
Article 1 – Payment Conditions - Outpatient X-Ray Services 
 
Payment of outpatient x-ray services will be made as follows: 
 
a. The [PPO][Network] level of benefits will be paid only to [Preferred][Network] 

Providers. 
 
b. If the Member [or Dependent] goes to a [PPO] [Network] or non-[PPO][Network] 

Physician’s office or clinic and the Physician sends the x-ray(s) to a [PPO] 
[Network] facility for interpretation, the [PPO] [Network] level of benefits will be 
paid.  [If the Member [or Dependent] is not seen within that facility, the Physician 
Office or Clinic Service Copay if any will not apply, but the [PPO] [Network] level 
of benefits will be paid.] 

 
c. If the Member [or Dependent] goes to a [PPO][Network] or non-[PPO][Network] 

Physician’s office or clinic and the Physician sends the x-ray(s) to a non-
[PPO][Network] facility, the level of benefits for Non-[Preferred][Network] 
Providers will apply. 

 
d. If the Member [or Dependent] goes to a [PPO][Network] freestanding x-ray 

facility, the Physician Office or Clinic Service Copay, if any, will apply and the 
[PPO][Network] level of benefits will be paid.  If the x-ray facility is not a 
[Preferred][Network] Provider, the level of benefits for Non-[Preferred][Network] 
Providers will apply. 

 
[158] 

[Article 2 - Payment Conditions - Outpatient Laboratory Services 
 
Payment of outpatient laboratory services will be made as follows: 
 
a. The [PPO] [Network] level of benefits will be paid only to [Preferred] [Network] 

Providers. 
 
b. If the Member [or Dependent] goes to a [PPO] [Network] or non-[PPO][Network] 

Physician’s office or clinic and the Physician sends the specimen to a [PPO] 
[Network] facility for processing, the [PPO] [Network] level of benefits will be 
paid.  If the Member [or Dependent] is not seen by that facility, the Physician 
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Office or Clinic Service Copay if any, will not apply, but the [PPO] [Network] 
level of benefits will be paid. 

 
c. If the Member [or Dependent] goes to a [PPO][Network] or non-[PPO][Network] 

Physician’s office or clinic and the Physician sends the specimen to a non-
[PPO][Network] facility, the level of benefits for Non-[Preferred][Network] 
Providers will apply. 

 
d. If the Member [or Dependent] goes to a [PPO][Network] freestanding laboratory, 

the Physician Office or Clinic Service Copay, if any, will apply and the 
[PPO][Network] level of benefits will be paid.  If the laboratory is not a 
[Preferred][Network] Provider, the level of benefits for Non-[Preferred][Network] 
Providers will apply. 

 
If the Member [or Dependent] is referred to another provider for outpatient laboratory 
services, the Member [or Dependent] should verify with his or her Physician that the 
referral is for a [Preferred][Network] Provider.  If that provider is not a 
[Preferred][Network] Provider, the level of benefits for Non-[Preferred][Network] 
Providers will apply.] [If a professional component is billed by a provider in connection 
with laboratory testing, said professional component will be considered a Covered 
Charge.]] 
 

[159] 
[Article 3 - Payment Conditions - Outpatient Laboratory Services 
 
If the Member [or Dependent] goes to a Physician's office or clinic and the Physician 
sends the laboratory work to a Laboratory Network provider for processing, The 
Principal will pay [100%] of Covered Charges for the Laboratory Services[ in excess of 
the applicable Copay]. 
 
If the Member [or Dependent] goes to a Physician's office or clinic and the Physician 
sends the laboratory work to a non-Laboratory Network provider for processing, regular  

[160] benefits will apply, including any applicable Deductibles, Copays, and coinsurance.  [If a 
professional component is billed by a provider not in the Laboratory Network in 
connection with the laboratory testing, said professional component will be considered a 
Covered Charge, including any applicable plan Deductible, Copay and coinsurance.] 
 
If the Member [or Dependent] goes to a  Laboratory Network provider for processing 
with a Physician's directives, The Principal will pay [100%] of Covered Charges for the 
Laboratory Services[ in excess of the applicable Copay].  If the laboratory facility is not a  
provider in the Laboratory Network, regular benefits will apply, including any applicable 
Deductibles, Copays, and coinsurance.] [If a professional component is billed by a 
provider not in the Laboratory Network in connection with laboratory testing, said 
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professional component will be considered a Covered Charge, including any applicable 
plan Deductible, Copay and coinsurance.]] 
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PART IV – BENEFITS 
[161] 

Section A (9A) – Advanced Imaging Services 
 
Article 1 – Payment Conditions – Advanced Imaging Services 
 
“Advanced Imaging Services” includes all non-emergent outpatient magnetic resonance 
imaging (MRIs), magnetic resonance arteriography (MRAs), computerized axial tomography 
(CT/CTAs), positron emission tomography (PETs), single photon emission computerized 
tomography (SPECTs), or nuclear cardiology imaging, or other similar imaging tests and all 
related services (other than evaluation and management services) in an outpatient facility, 
Physician office or clinic or a freestanding advanced imaging facility.  
 
Article 2 – Benefits Payable 
 
a. Benefits will be payable for the Advanced Imaging Services determined to be [a Covered 

Charge] [Medically Necessary Care].  Advanced Imaging Services will be subject to the 
calendar year Deductible Amount and the applicable coinsurance percentage; and 

 
b. The general Comprehensive Medical limitations listed in Section A (18) will apply to 

Advanced Imaging Services[; and 
 
c. Benefits paid for Advanced Imaging Services will be applied to the Comprehensive 

Medical Overall Lifetime Maximum Payment Limit and this maximum will be reduced by 
the benefits paid]. 

 
Article 3 Pre-Authorization Requirements 
 
a. [Advanced Imaging Services must be pre-authorized prior to Treatment or Service 

received from [[Preferred] [Network] Providers] [and] [[Non-[Preferred][Network] 
Providers].]  [This pre-authorization is valid for [60 days].] 

 
b. “Prescribing Provider” is the Physician who orders and obtains the pre-authorization for 

the Advanced Imaging Services.  [The Member should verify that the Prescribing Provider 
has pre-authorized the Advanced Imaging Services so benefits are not [denied][reduced].] 

 
[If Advanced Imaging Services are not pre-authorized, no benefits will be payable.] [If Advanced 
Imaging Services are not pre-authorized, benefits will be subject to the Utilization Management 
Program described in PART IV, Section B1 (1A) of this Group Policy.] 
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PART IV – BENEFITS 

 
Section A (10) –Emergency Room Services 

 
 
Article 1 - Payment Conditions - Emergency Room Services 

[162] 
[Covered Charges will include charges for Treatment or Service received in an 
emergency room[ for a Medical Emergency]. Benefits payable for emergency room 
treatment[ for a Medical Emergency] will be subject to [Copays] [Deductibles] [ and] 
[coinsurance] in the following order:] 
 
[Covered Charges will include charges for Treatment or Service received in an 
emergency room for a Medical Emergency.  Benefits will be payable at the applicable 
[Copays] [Deductibles] [and] [coinsurance].] 
 
[Covered Charges for Treatment or Service received in an emergency room for other 
than a Medical Emergency will be payable as described below: 
 
a. If medical care is received from a [Preferred][Network] Provider, benefits will be 

payable at the [Preferred][Network] Provider level in excess of the applicable 
[Copays][Deductibles] [and] [coinsurance].  

 
b. If medical care is received from a Non-[Preferred][Network] Provider, [benefits 

will be payable at the Non-[Preferred][Network] Provider level in excess of the 
applicable [Copays] [Deductibles] [and] [coinsurance]][ no benefits will be 
payable]. 

 
[[Copays] [Deductibles] [and] [coinsurance] will be applied in the following order:]] 
 
[[a. First, the emergency room Copay, if any, will be applied; and] 
 
[[b.] [Then], the calendar year Deductible; and] 
 
[[c.] [Last], the Member [or Dependent's] coinsurance percentage will be applied.]] 
 
[The emergency room Copay amount, if any: 
 
a. will be waived if the insured is admitted to the Hospital immediately following 

emergency room treatment; and 
 
b. will not count toward satisfaction of the calendar year Deductible.] 
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PART IV – BENEFITS 
 

Section A (11) – Home Health Care and Home Infusion Therapy Services 
 
Article 1 – Payment Conditions - Home Health Care 
 
a. Covered Charges 
 

Covered Charges will include charges by a Home Health Care Agency for: 
 

(1) part-time or intermittent home nursing care by or under the supervision of a 
licensed registered nurse (R.N.) ; and 

(2) part-time or intermittent home care by a Home Health Aide; and 
(3) physical, occupational, speech, or respiratory therapy; and 
(4) intermittent services of a registered dietician or social worker; and 
(5) drugs and medicines which require a Physician's prescription, (except as 

specified under Home Infusion Therapy Services[ or [Provider Administered] 
Specialty Prescription Drugs as described in PART IV, Section A (3)]), as 
well as other supplies prescribed by the attending Physician; and 

(6) laboratory services (except as specified under Home Infusion Therapy 
Services). 

 
The Home Health Care Services must be: 

 
(1) rendered in accordance with a prescribed Home Health Care Plan.  The Home 

Health Care Plan must be: 
 

- prescribed by the attending Physician; and 
- established prior to the initiation of the Home Health Care Services; and 

 
(2) preapproved by The Principal prior to the initiation of the Home Health Care 

Plan, or in the event that services are required on a weekend, The Principal is 
notified the next following business day.  If Home Health Care Services are 
not preapproved by The Principal, no benefits will be payable. 

 
In addition, the attending Physician must certify that the Home Health Care 
Services are necessary to prevent, delay or shorten Hospital Inpatient Confinement 
or Skilled Nursing Facility Confinement. 

 
[See the [Utilization Management Program in PART IV, Section B1 (1A) of this 
Group Policy] [and] [[Provider Administered] Specialty Prescription Drugs in 
PART IV, Section A (3) of this Group Policy].] 
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b. Benefits Payable 
 

Benefits will be payable the same as for any other covered Treatment or Service up 
to a maximum of [60] Home Health Care visits per calendar year for each insured 
person.  For each covered provider, up to four hours of continuous service will be 
counted as one visit.  Covered providers include a:  Home Health Aide, licensed 
registered nurse (R.N.), licensed practical nurse (L.P.N.), registered dietician, social 
worker, physical therapist, speech therapist, occupational therapist, respiratory 
therapist, or any other member of the Home Health Care team.   
 
[Benefits paid will be applied to the Comprehensive Medical Overall Lifetime 
Maximum Payment Limit and this maximum will be reduced by the benefits paid.] 
 

c. Limitations 
 

The general Comprehensive Medical limitations listed in PART IV, Section A (18) 
will apply to Home Health Care.  In addition, Home Health Care Covered Charges 
will not include charges for: 

[163] 
(1) more than [60] Home Health Care visits in a calendar year for each insured 

person; or 
(2) nursing, laboratory or therapy services rendered as part of Home Infusion 

Therapy Services; or 
(3) services provided by a Member [or Dependent’s] Immediate Family or any 

other person residing in the home; or 
(4) Custodial Care[; or 
(5) [Self Administered] Specialty Prescription Drugs]. 

 
Article 2 – Payment Conditions - Home Infusion Therapy Services 

 
a. Covered Charges 
 

Covered Charges will include charges by a Home Health Care Agency or a home 
infusion company for the following services:  

 
(1) intravenous chemotherapy; 
(2) intravenous antibiotic therapy; 
(3) intravenous steroidal therapy; 
(4) intravenous pain management; 
(5) intravenous hydration therapy; 
(6) intravenous antiretroviral and antifungal therapy; 
(7) intravenous inotropic therapy; 
(8) total parenteral nutrition; 
(9) intravenous gamma globulin.; 
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(10) intrathecal and epidural;  
(11) blood and blood products;  
(12) injectable antiemetics; and 
(13) injectable diuretics. 
 
The Home Infusion Therapy Services must be: 
 
(1) rendered in accordance with a prescribed treatment plan.  The treatment plan 

must be: 
 

- set up prior to the initiation of the Home Infusion Therapy Service; and 
- prescribed by the attending Physician; and 

 
(2) preapproved by The Principal prior to the initiation of the Home Infusion 

Therapy Services, or in the event that services are required on a weekend, The 
Principal is notified the next following business day.  If Home Infusion 
Therapy Services are not preapproved by The Principal, no benefits will be 
payable. 

 
In addition, the attending Physician must certify Home Infusion Therapy services 
are necessary to prevent, delay or shorten Hospital Inpatient confinement or Skilled 
Nursing Facility confinement. 
 
[See the Utilization Management Program in PART IV, Section B1 (1A) of this 
Group Policy.] 

 
Covered Charges will be limited to: drugs; intravenous solutions; Durable Medical 
Equipment; pharmacy compounding and dispensing services; fees associated with 
drawing blood for the purpose of monitoring response to therapy; ancillary medical 
supplies; nursing services for intravenous restarts and dressing changes; and nursing 
services required due to a Medical Emergency. 

 
b. Benefits Payable 
 

Benefits will be payable the same as for any other covered Treatment or Service.  
Benefits payable will be based on the allowable charge of The Principal which is 
the amount established by The Principal at the time services are preapproved.  The 
maximum allowable charge for drugs and medicines for Home Infusion Therapy 
Services will be established by The Principal at the time services are preapproved 
and will not exceed the Average Wholesale Price. 

 
[Benefits paid will be applied to the Comprehensive Medical Overall Lifetime 
Maximum Payment Limit and this maximum will be reduced by the benefits paid.] 
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c. Limitations 
 

The general Comprehensive Medical limitations listed in PART IV, Section A (18) 
will apply to Home Infusion Therapy Services.  In addition, Home Infusion 
Therapy Covered Charges will not include charges for: 

 
(1) services or supplies which are provided under any other section of this Group 

Policy for services, drugs, equipment, or supplies used in Home Infusion 
Therapy Services, except as specifically provided for in this section; or 

(2) services or supplies for any Home Infusion Therapy Services not specifically 
provided for in this section; or 

(3) services or supplies for any nursing visits, care or services associated with 
Home Infusion Therapy Services other than those identified in this section; or 

(4) services or supplies for other services required to administer therapy in the 
home setting, but which do not involve direct patient contact, including, but 
not limited to, delivery charges and record keeping; or 

(5) services provided by a Member's [or a Dependent's] Immediate Family or any 
other person residing in the home[; or 

(6) services or supplies for [Provider Administered] Specialty Prescription Drugs 
as provided in PART IV, Section A (3)]. 
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PART IV – BENEFITS 
 

Section A (12) – Durable Medical Equipment 
 
Article 1 –Payment Condition - Durable Medical Equipment 

 
a. Covered Charges 
 

Covered Charges will include charges for rental or purchase of Durable Medical 
Equipment.  Durable Medical Equipment means equipment that: 

 
(1) can withstand repeated use; and 
(2) is primarily and customarily used to serve a medical purpose; and 
(3) is generally not useful to a person who is not sick or injured, or used by other 

family members; and 
(4) is appropriate for home use; and 
(5) improves bodily function caused by sickness or injury, or further prevents 

deterioration of the medical condition. 
 

Covered Charges will include repair, adjustment or replacement of purchased 
Durable Medical Equipment, unless damage results from the Member's [or 
Dependent's] negligence or abuse of such equipment. 

 
b. Benefits Payable 

[164] 
Benefits will be payable the same as for any other covered Treatment or Service up 
to a maximum benefit of [$2,500] each calendar year.  However, the Covered 
Charges for rental of Durable Medical Equipment will be limited to the purchase 
price of the said piece of equipment.   If no purchase price is available, the purchase 
price will be limited to [1.5] times the manufacturer’s invoice price. The 
determination as to whether to purchase or rent the equipment is at the sole 
discretion of The Principal.   

 
Claims submitted for Durable Medical Equipment must be accompanied by the 
Physician's Written prescription of necessity.  However, this prescription does not 
by itself entitle the Member [or Dependent] to benefits. 
 
[Benefits paid will be applied to the Comprehensive Medical Overall Lifetime 
Maximum Payment Limit and this maximum will be reduced by the benefits paid.] 
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c. Limitations 
 

The general Comprehensive Medical limitations listed in PART IV, Section A (18) 
will apply to Durable Medical Equipment charges.  In addition, Durable Medical 
Equipment Covered Charges will not include Durable Medical Equipment charges 
which: 

 
(1) are in excess of the purchase price of the equipment; or 
(2) are for Durable Medical Equipment used in Home Infusion Therapy Services, 

except as provided under [Section A (11)]; or 
(3) are provided during rental for repair, adjustment, or replacement of 

components and accessories necessary for the functioning and maintenance of 
covered equipment, as this is the responsibility of the Durable Medical 
Equipment supplier; or 

(4) are motorized cart or scooters, except for wheelchairs; or 
(5) are non-hospital type beds; or 
(6) are lift chairs.  
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PART IV – BENEFITS 
 

Section A (13) - Prosthetics 
 
Article 1 – Payment Conditions - Prosthetics 
 
a. Covered Charges 
 

Covered Charges will include charges for prosthetic devices (including external 
electronic voice boxes and similar hand held communication devices after 
laryngectomy) and supplies which replace all or part of: 

 
(1) an absent body part (including contiguous tissue) resulting from sickness, 

injury, or congenital anomalies); or 
(2) the function of a permanently inoperative or malfunctioning body part. 

 
Covered Charges will include the purchase, fitting, and necessary adjustment or 
replacement of the prosthetic device.  In addition, Covered Charges will include 
cleaning and repairs, unless damage results from a Member’s [or Dependent’s] 
negligence or abuse of the prosthetic device.   

 
b. Benefits Payable 

 
Benefits will be payable as described in PART IV, Section A - Orthotic and 
Prosthetic Devices and Services.  [Benefits paid will be applied to the 
Comprehensive Medical Overall Lifetime Maximum Payment Limit and this 
maximum will be reduced by the benefits paid.] 

 
c. Limitations 
 

The general Comprehensive Medical limitations listed in PART IV, Section A (18) 
will apply to prosthetic charges.  In addition, Prosthetics Covered Charges will not 
include prosthetic charges which are: 

 
(1) in excess of the limits and maximums described in this Article; or 
(2) for prosthetic charges that are not prescribed by the attending Physician; or 
(3) for dental implants. 
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PART IV – BENEFITS 
 

Section A (14) – Hospice Care  
 
Article 1 – Payment Condition - Hospice Care 
 
a. Covered Charges 
 

Covered Charges will include charges for Hospice Care Services provided by a 
Hospice, Hospice Care Team, Hospital, Home Health Care Agency or Skilled 
Nursing Facility for: 

 
(1) any terminally ill Member [or Dependent] who chooses to participate in a 

Hospice Care Program rather than receive medical treatment to promote cure, 
and who, in the opinion of the attending Physician, is not expected to live 
longer than 6 months; and 

(2) the family of such Member [or Dependent]; 
 

but only to the extent that such Hospice Care Services are provided under the terms 
of a Hospice Care Program.  
 
Hospice Care Services consist of: 

 
(1) inpatient and outpatient hospice care, home care, nursing care, homemaking 

services, dietary services, social counseling, and other supportive services and 
supplies provided to meet the physical, psychological, spiritual, and social 
needs of the dying individual; and 

(2) medical equipment, drugs and medicines (requiring a Physician's prescription) 
prescribed for the dying individual by any Physician who is a part of the 
Hospice Care Team; and 

(3) instructions for care of the patient, social counseling, and other supportive 
services for the family of the dying individual. 

 
b. Benefits Payable 

 
Benefits will be payable the same as for any other covered Treatment or Service.  

 
c. Limitations 
 

The general Comprehensive Medical limitations listed in PART IV, Section A (18) 
will apply to Hospice Care.  In addition, Hospice Care Covered Charges will not 
include Hospice Care charges that: 

 
(1) are for Hospice Care Services not approved by the attending Physician and 

The Principal; or 
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(2) are for transportation services; or 
(3) are for Hospice Care Services provided at a time other than while participating 

in a Hospice Care Program. 
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PART IV – BENEFITS 
 

Section A (15) – Skilled Nursing Facility Confinement 
 
Article 1 – Payment Condition - Skilled Nursing Facility 

 
a. Covered Charges 
 

If a Member [or Dependent] is confined in a Skilled Nursing Facility, Covered 
Charges will include any charges incurred for room, board, and other services 
required for treatment, provided: 

 
(1) the Member [or Dependent] requires daily skilled nursing or skilled 

rehabilitation care on an inpatient basis as determined by The Principal; and 
(2) the Skilled Nursing Facility confinement immediately follows a Hospital 

Inpatient Confinement for which benefits were payable under this Group 
Policy; and 

(3) the Skilled Nursing Facility confinement results from the sickness or injury 
that was the cause of the Hospital Inpatient Confinement; and 

(4) the Skilled Nursing Facility confinement begins not later than 14 days after 
the end of Hospital Inpatient Confinement or begins not later than 14 days 
after the end of a prior Skilled Nursing Facility confinement for which 
benefits were payable under this Group Policy; and 

(5) inpatient Skilled Nursing Facility confinement is certified by a Physician as 
necessary to treat a sickness or injury. 

 
The requirements for prior Hospital Inpatient Confinement will be waived if pre-
approved by The Principal.  If not pre-approved, and the Skilled Nursing Facility 
care does not follow Hospital Inpatient Confinement as described, no benefits will 
be payable. 
 

 [See the Utilization Management Program in PART IV, Section B1 (1) of this 
Group Policy.] 
 

b. Benefits Payable 
 

Benefits will be payable the same as for any other covered Treatment or Service, 
not to exceed a maximum benefit of: 

[167] 
(1) [$800] for any one day of Skilled Nursing Facility confinement; and 
(2) [60 days] for all Skilled Nursing Facility confinement that result from the 

same or related sickness or injury. 
 

The following services will not be subject to the Skilled Nursing Facility 
confinement maximums as stated above: drugs and medicines (requiring a 
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Physician's prescription) that are not billed by the Skilled Nursing Facility, visits by 
a Doctor of Medicine (M.D.) or Doctor of Osteopathy (D.O.), durable medical 
equipment, and x-ray or laboratory services. 

 
[Benefits paid will be applied to the Comprehensive Medical Overall Lifetime 
Maximum Payment Limit and this maximum will be reduced by the benefits paid.] 

 
c. Limitations 
 

The general Comprehensive Medical limitations listed in PART IV, Section A (18) 
will apply to Skilled Nursing Facility confinements.  In addition, Skilled Nursing 
Facility Covered Charges will not include Skilled Nursing Facility confinement 
charges billed by the Skilled Nursing Facility that: 

 
(1) are in excess of the limits and maximums described in this Article; or 
(2) are incurred on or after the date the attending Physician stops treatment or 

ceases to prescribe skilled nursing care. 
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[PART IV – BENEFITS 
 

Section A (16) – Complementary Medicine 
 
Article 1 – Payment Condition - Complementary Medicine 
 
a. Covered Charges 
 
 Covered Charges will include charges for: 

(1) acupuncture; 
(2) acupressure; 
(3) hypnotherapy for weight loss, smoking cessation and pain control; 
(4) massage therapy; and 
(5) biofeedback. 

 
b. Benefits Payable 
 

Benefits will be payable the same as for any other covered Treatment or Service, 
not to exceed a maximum benefit of [$2,000] each calendar year for each insured 
person.  Benefits will be payable for these services when they are provided a 
Physician, an Acupuncturist, Licensed Massage Therapist, or Doctor of Oriental 
Medicine for services provided within the scope of their license. 

 
[Benefits paid will be applied to the general Comprehensive Medical Overall 
Lifetime Maximum Payment Limit and this maximum will be reduced by the 
benefits paid.] 

 
c. Limitations 
 

The general Comprehensive Medical limitations listed in PART IV, Section A (18) 
will apply to Complementary Medicine charges.  In addition, Complementary 
Medicine Covered Charges will not include charges which are: 

 
(1) in excess of the limits and maximums described in this Article; or 
(2) for ancillary supplies, including, but not limited to tapes, videos, and 

supplements.]]  
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PART IV – BENEFITS 
 

[Section A (17) – Extended Benefits] 
 
 
Article 1 - Extended Benefits 
 
[If Medical Expense Insurance under the Group Policy ceases and the Member [or Dependent] 
qualifies, The Principal will pay Comprehensive Medical benefits for Treatment or Service 
received after termination of insurance to the extent that these benefits would have been paid had 
insurance remained in force. 
 
The Member [or Dependent] will qualify if Hospital Inpatient Confined from the date insurance 
ceases to the date of Treatment or Service. 
 
However, extended benefits will be payable only for Treatment or Service received for the 
condition which caused the Hospital Inpatient Confinement and which was diagnosed by a 
Physician before the date insurance terminated. 
 
[Extended Benefits are payable if insurance ceases due to termination of the Group Policy, 
[either in its entirety or for the Participating Unit].  Extended Benefits will be payable until the 
end of the Hospital Inpatient confinement, provided: 
 
a. the Member [or Dependent] has been Inpatient Hospital Confined from the date insurance 

ceased until the date of Treatment or Service; and 
 
b. the Member [or Dependent] would have qualified for benefit payment under this section if 

insurance had remained in force; and 
 
c. the sickness or injury for which the Member [or Dependent] receives Treatment or Service 

is the reason for the Hospital Inpatient Confinement.   
 
These extended benefits are payable whether or not the Group Policy is replaced.  However, if 
the Group Policy is replaced, the extended benefits will cease on the earlier of: 
 
a. the date the Hospital Inpatient Confinement ceases; or 
 
b. the date the succeeding carrier provides replacement coverage to the Member [or 

Dependent] without limitation as to the disabling condition.] 
 
[The extended benefits will not apply to insurance which terminates because the Member [or 
Dependent] transfers to an HMO.] 
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PART IV – BENEFITS 
 

Section A (18) - Limitations 
 
Article 1 - Limitations 
 
[Covered Charges] [Medically Necessary Care] will not include and no benefits will be paid for: 
 
a. Treatment or Service that is not a Covered Charge; or 
 
b. Treatment or Service that is an Experimental or Investigational Measure; or 
 
c. any part of a charge for Treatment or Service that exceeds Prevailing Charges; or 

 
[169] [d. Treatment or Service due to any form of temporomandibular joint disorder (malfunction, 

degeneration, or disease related to the joint that connects the jaw to the skull), including but not 
limited to braces, splints, appliances, or surgery of any type; or] 

 
e. the services of any person who is in the Member's [or Dependent's] Immediate Family; or 
 
f. Dental Services or materials, including dental implants, except as described under Covered Charges 

and under Anesthesia and Hospitalization for Dental Procedures in Part IV, Section A; or 
 

[170] g. eye refractions; vision materials including but not limited to frames or lenses;[ protective coatings 
and UV protection;] or 

 
h. hearing aids[, except as provided under Hearing Aid or Instrument in Part IV, Section A] [, except 

as provided under Speech or Hearing Loss or Impairment]; or 
 

[171] [i. acupressure treatment; acupuncture treatment [, except as described [under Covered Charges] [and] 
[under Complementary Medicine]]; or] 

 
j. drugs or medicines that do not require a Physician's prescription or have not been approved by the 

Food and Drug Administration for marketing; or 
 
k. vitamins, minerals (except prescription potassium supplements) whether or not they require a 

Physician’s prescription; or 
 
l. nutritional supplements (even if the only source of nutrition), or special diets (whether or not they 

require a Physician's prescription) except as provided for under Inherited Metabolic Disease under 
PART IV, Section A; or 

 
m. wigs or hair prostheses; or 
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n. Treatment or Service for Cosmetic Treatment and Services or complications arising therefrom, 
unless the Cosmetic Treatment or Service results from a sickness or an accidental injury; and unless 
the Cosmetic Treatment or Service is completed within [18 months] after the date of that sickness 
or injury; or 

 
o. personal hygiene, comfort, or convenience items, whether or not recommended by a Physician, 

including, but not limited to, air conditioners, humidifiers, diapers, underpads, bed tables, tub 
bench, hoyer lift, gait belts, bedpans, physical fitness equipment, stair glides, elevators or lift, 
adaptive equipment for the purpose of aiding in the performance of Activities of Daily Living 
including, but not limited to dressing, bathing, preparation or feeding of meals; or 

 
p. "barrier free" home modifications, whether or not recommended by a Physician, including, but not 

limited to, ramps, grab bars,  railings or standing frames; or 
 
q. non-implantable communication-assist devices, including, but not limited to, communication 

boards, and computers; or  
 
r. Treatment or Service for work-hardening programs or vocational rehabilitation services; or 
 
s. Treatment or Service leading to, in connection with, or resulting from sexual transformation or 

intersex surgery; or 
 
t. cryopreservation or storage; or 
 
u. Treatment or Service for education or training (except as provided for under Diabetic Equipment, 

Supplies, and Diabetic Self-Management Training under PART IV, Section A), developmental 
delay, or learning disorders; or 

 
v. social counseling (except as provided under Hospice Care), marital counseling, or sexual disorder 

therapy; or 
 
w. Treatment or Service for which the Member [or Dependent] has no financial liability or that would 

be provided at no charge or at a different charge in the absence of insurance; or 
 
x. Treatment or Service that is paid for or furnished by the United States Government or one of its 

agencies (except as required under Medicaid provisions or Federal law); or 
 
y. Treatment or Service that results from war or act of war; or 
 
z. Treatment or Service that results from participation in criminal activities, except Treatment or 

Service received as a result of domestic abuse; or 
 

[173] [aa. Treatment or Service for and complications related to: 
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(1) human-to-human organ or bone marrow transplants, except as described under Transplant 
Services[ or Covered Charges]; or 

(2) animal-to-human organ or tissue transplants; or 
(3) implantation within the human body of artificial or mechanical devices designed to replace 

human organs; or] 
 

 aa. behavior modification or group therapy, except as provided for under [Mental Health or Behavioral 
Treatment Services and Alcohol or Drug Abuse Treatment Services][Mental Health, Behavioral, 
Alcohol or Drug Abuse Treatment Services]; or 

 
[174] cc. Treatment or Service for [smoking cessation or nicotine addiction [except as provided under 

Complementary Medicine]], [caffeine addiction,] gambling addiction, or stress management; or 
 
dd. Treatment, or Service for insertion, removal, or revision of breast implants, unless provided post-

mastectomy; or 
 
ee. Treatment or Service for any sickness or condition for which the insertion of breast implants, or the 

fact of having breast implants within the body, was a contributing factor, unless the sickness or 
condition occurs post-mastectomy; or 

 
ff. Treatment or Service for Kerato-Refractive Eye Surgery for myopia (nearsightedness), hyperopia 

(farsightedness), or astigmatism, or 
 
gg. charges for [telephone calls or telephone consultations or] missed appointments; or 
 

[175] [hh. Treatment or Service covered by medical expense insurance issued under the Individual Purchase 
Rights described in PART III of this Group Policy; or] 

 
[175A] [ii. Treatment or Service that results from a sickness that is covered by a Workers' Compensation Act 

or other similar law; or] 
 

[175B] [jj Treatment or Service that results from an injury arising from or in the course of any employment 
for wage or profit; or] 

 
[175C] [kk. Treatment or Service that results from: 

(1) an injury arising out of or in the course of any employment for wage or profit if the Member 
[or Dependent] is eligible to be covered under a Workers' Compensation Act or other similar 
law; except this limitation will not apply to:  partners, proprietors, or corporate officers [of 
the Policyholder][of the Participating Unit] who are not covered by a Workers' Compensation 
Act or other similar law; or 

(2) a sickness covered by a Workers' Compensation Act or other similar law; or] 
 
[ll. Treatment or Service performed for the purpose of sterilization; or] 
 
mm. any nursing services (except as described under Covered Charges and as required by state law); or 
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[176] [nn. Treatment or Service related to the restoration of fertility or the promotion of conception (including 

reversal of voluntary sterilization), except as provided for under Invitro Fertilization Procedures 
under PART IV, Section A; or] 

 
[oo. Treatment or Service performed for the purpose of reversal of voluntary sterilization; or] 
 

[177] [pp. Treatment or Service for foot care with respect to:  corns, calluses,  trimming of toenails,  chronic 
foot strain, treatment of tarsalgia (fallen arches), metatarsalgia (ball-of-the-foot), or bunion (except 
surgically), treatment of flat feet, treatment of subluxation (recurrent snap or displacement of the 
tendons) of the foot, shoes, shoe orthotics, shoe inserts and arch supports, casting for orthotics, or 
any appliance (including orthotics) except as provided under Orthotic and Prosthetic Devices and 
Services under PART IV, Section A; or] 

 
qq. dietetic counseling, unless provided while the Member [or Dependent] is Hospital Inpatient 

Confined, or as provided under Home Health Care, or Hospice Care or Diabetic Equipment 
Supplies, and Diabetic Self-Management Training under PART IV, Section A; or 

 
rr. Treatment or Service by any type of health care practitioner not otherwise provided for in this 

Group Policy, unless recognition is state mandated; or 
 
[ss. drugs or medicines, whether or not they require a Physician's prescription; or] 
 
[tt. Treatment or Service that is subject to the Preexisting Conditions Exclusion described in this PART 

IV; or] 
 

[178] [uu. Treatment or Service that results from the abortion of a pregnancy, except that benefits will be 
payable for the abortion only if: 
 
(1) continuation of the pregnancy would endanger the life of the mother.  However, if medical 

treatment is required because of complications resulting from an abortion, benefits will be 
payable for such medical treatment; or 

(2) medical treatment is required because of complications resulting from an abortion; or] 
 

[178] [vv. Treatment or Service that results from pregnancy, except that benefits will be payable for 
Complications of Pregnancy.  Complications of Pregnancy is any condition that greatly affects the 
usual medical treatment of a normal pregnancy; this includes nonelective abortion and cesarean 
section.  [Benefits will be payable for elective abortion only if: 

 
(1) continuation of the pregnancy would endanger the life of the mother.  However, if medical 

treatment is required because of complications resulting from an abortion, benefits will be 
payable for such medical treatment; or 

 
(2) medical treatment is required because of complications resulting from an abortion; or] 
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[ww. [for Dependent Daughters,] Treatment or Service that results from pregnancy or any complication 
that results from a pregnancy; or] 

 
[180] [xx. Treatment or Service provided outside the United States, unless such Treatment or Service is for a 

Medical Emergency; or] 
 

[181] yy. Treatment or Service provided for weight loss or reduction of obesity, [except as covered under 
Part IV, Section A (7), Wellness Services], even if the Member [or Dependent] has other health 
conditions which might be helped by weight loss or reduction of obesity; or 

 
zz. Treatment or Services for Custodial Care; or 
 
aaa. Treatment or Service for maintenance therapy or supportive care or when maximum therapeutic 

benefit (no further objective improvement) has been attained; or 
 
bbb. Treatment or Service for vision therapy or orthoptic therapy; or 
 
ccc Treatment or Service that is paid for by a Medicare Supplement Insurance Plan; or 
 

[182] [ddd. charges for e-mail communication or e-mail consultation; or] 
 
[eee. charges that are billed incorrectly or separately for Treatment or Services that are an integral part 

of another billed Treatment or Service as determined by The Principal; or] 
 

[183] [fff. Charges for venipuncture when billed with other laboratory services; or] 
 

[184] [ggg. Charges for lab specimen handling fees when billed with other laboratory services; or] 
 
hhh. charges for Physician overhead, including but not limited to surgical suites or rooms, or 

equipment used to perform the particular Treatment or Service (i.e. laser equipment); or  
 
iii. Treatment or Services for non-synostotic plagiocephaly (positional head deformity); or 
 
[jjj. Additional charges incurred because care was provided after hours, on a Sunday, holidays or 

week-end; or] 
 
kkk. charges for heating pads, heating and cooling units, ice bags or cold therapy units; or 
 

[185] [lll. Treatment or Service for unattended home sleep studies; or] 
 

[186] [mmm.Treatment or Service for nail fungus; or] 
 
[nnn. Charges for DESI (drugs determined by the Food and Drug Administration as lacking in 

substantial evidence of effectiveness); or] 
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ooo. Charges for devices used specifically as safety items or to affect performance in sports-related 
activities; or 

 
ppp. Treatment or Service for gynecomastia (abnormal breast enlargement in males); or 
 
qqq. Charges for physicals, health examinations, immunizations or screening procedures which are 

performed solely for school, sports, employment, immigration physicals,  insurance licensing or 
travel; or 

 
rrr. Treatment or Service for hyperhidrosis (excessive sweating); or 
 
sss. Treatment or Service for complications of a non-covered Treatment or Service; or 
 

[187] [ttt. Treatment or Service incurred after termination of coverage under this Group Policy [, except as 
provided under Extended Benefits]; or 

 
uuu. Charges for travel and lodging except as indicated under PART IV, Section A (5); or 
 

[188] [vvv. Molecular genetic testing (specific gene identification) for the purposes of health screening or if 
not part of a treatment regimen for a specific sickness]; or 

 
www. Charges for transportation services except as described for ambulance services under PART IV, 

Section A (3), All Other Covered Services; or 
 

[189] [xxx. Treatment or Service for erectile dysfunction; or] 
 
yyy. Treatment or Services for standby services; or 
 
[zzz. Charges for more than one anesthesia provider during the same anesthesia period.  Anesthesia 

provider includes a certified nurse anesthetist or a Physician]; or 
 

[190] [aaaa. Alcohol or drug abuse medicines or medication management services for maintenance therapy or 
when maximum therapeutic benefit has been attained as determined by The Principal]; or 

 
[191] [bbbb. Treatment or Services for never events, except for any Treatment or Service by an unrelated 

provider that is needed as a consequence of a never event. Never events are errors in medical 
care that are clearly identifiable, preventable, and serious in their consequences for patients]; or 

 
[192] [cccc.  [Self Administered] Specialty Prescription Drugs charges [([except] [and] charges for the 

administration of the drugs)] received other than while Hospital Inpatient Confined; or] 
 

[193] [dddd. [Provider Administered] Specialty Prescription Drugs charges [([except] [and] charges for the 
administration of the drugs)] received other than while Hospital Inpatient Confined; or] 

 
[194] [eeee. Treatment or Service for maxillary and mandibular osteotomies; or] 
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[195] [ffff. Treatment or Service with growth hormones [for adult growth hormone deficiencies [and]] [for 

idiopathic short stature]; or] 
 

[196] [gggg. Treatment or Service for reduction mammoplasty [(except when following a mastectomy); or] 
 

[197] [hhhh. Drugs or medicines which are eligible for coverage under the Prescription Drugs Expense 
Insurance section of this Group Policy, including those for which benefits are not payable under 
that section of this Group Policy, for whatever reason][.] 
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PART IV - BENEFITS 
 

Section A (1) - Comprehensive Medical Expense Insurance [(PPO)] 
Payment Conditions 

 
 
Article 1 - Payment Conditions 

[88] 
If a Member [or Dependent] has a medical condition resulting from a sickness or injury, The 
Principal will pay the charges for any Treatment or Service that is listed in PART IV, Section A 
(3) under Covered Charges, but the benefits payable for all listed Treatment or Service received 
during a calendar year will not be more than the applicable amount shown below. 
 
[For medical care received from [Preferred][Network] Providers and from Non-
[Preferred][Network] Providers, total benefits payable for each Member [or Dependent] during 
his or her lifetime will not be more than the Comprehensive Medical Overall Lifetime Maximum 
Payment Limit.] 
 
[Covered Charges used to satisfy the lifetime maximum that applies when care is received from 
[PPO][Network] Providers cannot be used to satisfy the lifetime maximum that applies when 
care is received from Non-[PPO][Network] Providers and vice versa.] 
 
The Principal may from time to time enter into Written agreements, directly or indirectly with 
health care providers or other third parties that would require the payment of benefits or 
processing of claims and appeals in a manner other than set forth in this Group Policy.  In such 
cases, the arrangement agreed upon between the health care providers or other third parties will 
be controlling. 
 
a. [Preferred][Network] Providers 

[220] 
If medical care is received from [Preferred][Network] Providers, Comprehensive Medical 
benefits payable for medical care received each calendar year will be: 

 
[(1) for Treatment or Service listed under Hospital Services, Physician Hospital Services, 

[Physician Office or Clinic Services], All Other Covered Service [80%] of each 
person's Covered Charges in excess of the applicable Deductible amount [until Out-
of-Pocket Expenses are: 
- [$1,000] for a Member, if the Member is enrolled for Member Only coverage; 

or 
- [$2,000] for all persons in the same family (a Member and his or her 

Dependents, if the Member is enrolled for Member and Dependent (family) 
coverage); and 
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(2) 100% of Covered Charges in excess of: 
- [$1,000] of Out-of-Pocket Expenses for a Member, if the Member is enrolled 

for Member Only coverage; or 
- [$2,000] of Out-of-Pocket Expenses for all Members in the same family (a 

Member and his or her Dependents), if the Member is enrolled for Member and 
Dependent  (family) coverage; 

for Treatment or Service received during that calendar year].] 
 

[221] 
[(1) for Treatment or Service listed under Hospital Services, Physician Hospital Services, 

Physician Office or Clinic Services, for other than Adult Routine Physical Exams and 
Well Child Visits, All Other Covered Services [80%] of each person's Covered 
Charges in excess of the applicable Deductible amount[ until Out-of-Pocket Expenses 
are: 
- [$1,000] for a Member [or Dependent]; or 
- [$2,000] for all persons in the same family (a Member and his or her 

Dependents); and 
 
[(2) for Treatment or Service for Adult Routine Physical Exams  [100%] of each person’s 

Covered Charges in excess of the applicable Deductible amount up to $500] per visit.  
Additional benefits, if any, beyond the [$500] visit limit will be subject to the 
calendar year Deductible Amount and coinsurance percentage.] [ and will be limited 
to the adult wellness services calendar year maximum benefit of [$300] for each 
insured person.]; and]  

 
[(3) for Treatment or Service for Well Child Visits, [100%] of each person’s Covered 

Charges and in excess of the Deductible Amount for each insured person will apply; 
and] 

 
(4) 100% of Covered Charges in excess of: 

- [$1,000] of Out-of-Pocket Expenses for a Member [or Dependent]; or 
- [$2,000] of Out-of-Pocket Expenses for all Members in the same family (a 

Member and his or her Dependents);  
 
for Treatment or Service received during that calendar year].] 
 
The following exceptions apply: 

[97] 
[(1) Benefits payable for [Hospital Inpatient Confinement Charges][,] [and] 

[Observation Services [in excess of [47] consecutive hours]][,] [and] [all charges 
incurred for services listed under Pretreatment Review in this PART IV, Section B1 
(1A)], benefits will be subject to the Utilization Management Program described in 
PART IV, Section B1 (1A) of this Group Policy.] 
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[(2) For [Provider Administered] Specialty Prescription Drugs, see PART IV, Section A 
(3).] 

  [(3) For payment conditions applicable to [Mental Health or Behavioral Treatment 
Services and Alcohol or Drug Abuse Treatment Services] [Mental Health, 
Behavioral, Alcohol or Drug Abuse Treatment Services] see PART IV, Section A 
(4).] 

[(4) For payment conditions applicable to Transplant Services, see PART IV, Section A 
(5).] 

[(5) For payment conditions applicable to Medical Emergency, see PART IV, Section A 
(6).] 

[(5) For payment conditions applicable to Wellness Services, see PART IV, Section A 
(7).] 

[(6) For payment conditions applicable to Rehabilitative Services, see PART IV, 
Section A (8).] 

[(7) For payment conditions applicable to Outpatient X-ray Services, see PART IV, 
Section A (9).] 

[(8) For payment conditions applicable to Outpatient Laboratory Services, see PART 
IV, Section A (9).] 

[(9) For payment conditions applicable to Advanced Imaging Services, see PART IV, 
Section A (9A).] 

[(10) For payment conditions applicable to Emergency Room Services, see PART IV, 
Section A (10).] 

 
If the Member [or Dependent] is referred to another provider, the Member [or Dependent] 
should verify with his or her Physician that the referral is for a [Preferred][Network] 
Provider. 

 
b. Non-[Preferred][Network] Providers 

[220A] 
If medical care is received from Non-[Preferred][Network] Providers, Comprehensive 
Medical benefits payable for medical care received each calendar year will be: 

 
[(1) for Treatment or Service listed under Hospital Services, Physician Hospital Services, 

[Physician Office or Clinic Services], All Other Covered Services [60%] of each 
person's Covered Charges in excess of the applicable Deductible amount[ until Out-
of-Pocket Expenses are: 

- [$2,000] for a Member, if the Member is enrolled for Member Only coverage; 
or 

- [$3,000] for all persons in the same family (a Member and his or her 
Dependents, if the Member is enrolled for Member and Dependent (family) 
coverage; and 

 
(2) 100% of Covered Charges in excess of: 
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- [$2,000] of Out-of-Pocket Expenses for a Member, if the Member is enrolled 
for Member Only coverage; or 

- [$3,000] of Out-of-Pocket Expenses for all Members in the same family (a 
Member and his or her Dependents), if the Member is enrolled for Member and 
Dependent (family) coverage; 

for Treatment or Service received during that calendar year].] 
 

[(1) for Treatment or Service listed under Hospital Services, Physician Hospital Services, 
Physician Office or Clinic Services for other than Well Child Visits, All Other 
Covered Services [60%] of each person's Covered Charges in excess of the 
applicable Deductible amount[ until Out-of-Pocket Expenses are: 
- [$2,000] for a Member [or Dependent]; or 
- [$3,000] for all persons in the same family (a Member and his or her 

Dependents); and 
 
 [(2) for Treatment or Service for [Well Child] [75%] of each person’s Covered Charges 

in excess of the applicable Deductible Amount until the maximum Out of Pocket 
Expense limits are met; and] 

 
(3) 100% of Covered Charges in excess of: 

- [$2,000] of Out-of-Pocket Expenses for a Member [or Dependent]; or 
- [$3,000] of Out-of-Pocket Expenses for all Members in the same family (a 

Member and his or her Dependents);] 
 

for Treatment or Service received during that calendar year].] 
 
The following exceptions apply: 

 
[(1) Benefits payable for [Hospital Inpatient Confinement Charges][,] [and] 

[Observation Services [in excess of [47] consecutive hours]][,] [and] all charges 
incurred for services listed under Pretreatment Review in this PART IV, Section B1 
(1A)], benefits will be  subject to the Utilization Management  Program described 
in PART IV, Section B (1A) of this Group Policy.].] 

[(2) For [Provider Administered] Specialty Prescription Drugs, see PART IV, Section A 
(3).] 

  [(3) For payment conditions applicable to [Mental Health or Behavioral Treatment 
Services and Alcohol or Drug Abuse Treatment Services] [Mental Health, 
Behavioral, Alcohol or Drug Abuse Treatment Services] see PART IV, Section A 
(4).] 

 (4) For payment conditions applicable to Transplant Services, see PART IV, Section A 
(5).] 

[(5) For payment conditions applicable to Medical Emergency, see PART IV, Section A 
(6).] 
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[(6) For payment conditions applicable to Wellness Services, see PART IV, Section A 
(7).] 

[(7) For payment conditions applicable to Rehabilitative Services, see PART IV, 
Section A (8).] 

[(8) For payment conditions applicable to Outpatient X-ray Services see PART IV, 
Section A (9).] 

[(9) For payment conditions applicable to Outpatient Laboratory Services see PART IV, 
Section A (9).] 

[(10) For payment conditions applicable to Advanced Imaging Services, see PART IV, 
Section A (9A).] 

[(11) For payment conditions applicable to Emergency Room Services, see PART IV, 
Section A (10).] 

 
c. Services provided by a Non-[PPO][Network] anesthesiologist, radiologist, and 

pathologist  
 

For services provided by a Non-[PPO][Network] anesthesiologist, radiologist, or pathologist, 
benefits will be payable at the [PPO][Network] deductible and coinsurance level when such 
services are provided at a [PPO][Network] Hospital (inpatient, outpatient, and emergency 
room) or a licensed freestanding surgical center. 
 

d. Ambulance Services 
 
Covered Charges for ambulance services will be paid at the [PPO][Network] level 
(including application of the [PPO][Network] Deductible Amount and coinsurance) 
regardless of whether such services are provided by a [PPO][Network] Provider or a Non-
[PPO][Network] Provider.   
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PART IV - BENEFITS 
 

Section A (2) - Comprehensive Medical Expense Insurance [(PPO)] 
[Deductible Amount][ and][ Out-of-Pocket] 

 
[222] 

[Article 1 - Deductible Amount 
 
If medical care is received from [Preferred][Network] Provider, the individual Deductible 
Amount for the Member [or Dependent] will be: 

 
a. [Preferred][Network] Providers 
 

(1) For a Member enrolled for Member Only coverage, if medical care is received from 
[Preferred][Network] Providers, the Deductible Amount will be: 

i. [$25] per-visit for [Adult Wellness] [Screening Colonoscopies] [Pediatric 
Vaccines] [and] [Well Child Visits]. This per-visit Deductible will not apply 
towards the calendar year Deductible but it will apply to the Out-of-Pocket 
Expense Limit; and 

  [ii. [$150] per-visit for Screening Colonoscopies. This per-visit Deductible will 
not apply towards the calendar year Deductible but it will apply to the Out-of-
Pocket Expense Limit; and] 

iii. [$1,500] each calendar year for all other Covered Charges[. If both the 
newborn child and mother are insured under this Group Policy, the 
Deductible does not apply for a newborn child (for the initial Hospital 
Inpatient Confinement) whose length of stay in the Hospital is the same as the 
mother’s length of stay]; and 

 
(2) For a Member enrolled for Member and Dependent coverage (family coverage) if the 

medical care is received from [Preferred][Network] Providers, the family Deductible 
Amount will be: 

 
i. [$25] per-visit for [Adult Wellness] [Screening Colonoscopies] [Pediatric 

Vaccines] [and] [Well Child Visits].  This per-visit Deductible will not apply 
towards the calendar year deductible but it will apply to the Out-of-Pocket 
Expense Limit; and 

[ii. [$150] per-visit for Screening Colonoscopies. This per-visit Deductible will 
not apply towards the calendar year Deductible but it will apply to the Out-of-
Pocket Expense Limit; and] 

iii. [$3,000] for all other Covered Charges.  The family Deductible Amount may 
be satisfied either by one family member or by two or more family members.  
[If both the newborn child and mother are insured under this Group Policy, 
the Deductible does not apply for a newborn child (for the initial Hospital 
Inpatient Confinement) whose length of stay in the Hospital is the same as the 
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mother’s length of stay.] However, during any calendar year, no benefits will 
be payable under this Group Policy until the entire family deductible of 
[$3,000] has been satisfied. 

 
 [The per-visit Deductible amount for [Adult Wellness] [Screening Colonoscopies] 

[Pediatric Vaccines] [and] [Well Child Visits] will continue to apply after the calendar 
year Deductible has been satisfied.] 

 
b. Non-[Preferred][Network] Providers 

[222A] 
(1) For a Member enrolled for Member Only coverage, if medical care is received from 

Non-[Preferred][Network] Providers, the Deductible Amount will be [$2,000] each 
calendar year for all Covered Charges. [If both the newborn child and mother are 
insured under this Group Policy, the Deductible does not apply for a newborn child 
(for the initial Hospital Inpatient Confinement) whose length of stay in the Hospital is 
the same as the mother’s length of stay.] 

(2) For a Member enrolled for Member and Dependent (family) coverage, if medical care 
is received from Non-[Preferred][Network] Providers, the family Deductible Amount 
for all members in the same family will be [$3,000].  [If both the newborn child and 
mother are insured under this Group Policy, the Deductible does not apply for a 
newborn child (for the initial Hospital Inpatient Confinement) whose length of stay in 
the Hospital is the same as the mother’s length of stay.]The family Deductible 
Amount may be satisfied either by one family member or by two or more family 
members.  However, during any calendar year, no benefits will be payable under this 
Group Policy until the entire family Deductible of [$3,000] has been satisfied. 

 
[The per-visit Deductible for [Adult Wellness] [Screening Colonoscopies] [and] [Pediatric 
Vaccines] [Well Child Visits] will continue to apply after the calendar year Deductible has 
been satisfied.] 
 
[Covered Charges used to satisfy the family maximum Deductible that applies when care is 
received from [Preferred][Network] Providers will [not] be used to satisfy the family 
maximum Deductible that applies when care is received from Non-[Preferred][Network] 
Providers and vice versa.] 

 
[Each year, [the Deductible amount] [and] [the Out-of-Pocket Expense limits] may be 
automatically indexed for inflation].] 



 

 
PART IV - BENEFITS 

 
GC 5014 A (HDHP) (R)      Section A (2) - Comprehensive Medical Expense Insurance 

[(PPO)], Deductible Amount and Out-of-Pocket, Page 3 
 

 
[222B] 
 

[Article 1 – Deductible Amount 
 

a. [Preferred][Network] Providers 
 

If medical care is received from [Preferred][Network] Providers, the individual 
Deductible Amount for a Member [or Dependent] will be: 

 
(1) [$25] per-visit for [Adult Wellness] [Screening Colonoscopies] [Pediatric Vaccines] 

[and] [Well Child Visits]. This per-visit Deductible will not apply towards the 
calendar year Deductible but it will apply to the Out-of-Pocket Expense Limit; and 

 
[(2) [$150] per-visit for Screening Colonoscopies. This per-visit Deductible will not 

apply towards the calendar year Deductible but it will apply to the Out-of-Pocket 
Expense Limit; and] 

 
(3) [$1,500] each calendar year for all other Covered Charges. [Covered Charges used to 

satisfy the individual calendar year Deductible that applies when care is received 
from Non-[Preferred][Network] Providers will [not] be used to satisfy this 
Deductible.] [If both the newborn child and mother are insured under this Group 
Policy, the Deductible does not apply for a newborn child (for the initial Hospital 
Inpatient Confinement) whose length of stay in the Hospital is the same as the 
mother’s length of stay.] 

 
b. Non-[Preferred][Network] Providers 

 
If medical care is received from a Non-[Preferred][Network] Provider, the individual 
Deductible Amount for a Member [or Dependent] will be: 
 
(1) [$3,000] each calendar year for all other Covered Charges. [Covered Charges used to 

satisfy the individual calendar year Deductible that applies when care is received 
from [Preferred][Network] Providers will [not] be used to satisfy this Deductible.]  
[If both the newborn child and mother are insured under this Group Policy, the 
Deductible does not apply for a newborn child (for the initial Hospital Inpatient 
Confinement) whose length of stay in the Hospital is the same as the mother’s length 
of stay.] 

 
[c. Family Maximum Deductible] 

 
[The family maximum combined Deductible Amount with respect to "All other Covered 
Charges" described above for all persons in the same family (a Member and his or her 
Dependents) each calendar year will be: 
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(1) For medical care received from [Preferred][Network] Providers: [$6,000], but not 

counting more than [$3,000] of such Covered Charges for each person in the family. 
[If both the newborn child and mother are insured under this Group Policy, the 
Deductible does not apply for a newborn child (for the initial Hospital Inpatient 
Confinement) whose length of stay in the Hospital is the same as the mother’s length 
of stay.] 

(2) For medical care received from Non-[Preferred][Network] Providers:  [$9,000], but 
not counting more than [$4,500] of such Covered Charges for each person in the 
family.] [If both the newborn child and mother are insured under this Group Policy, 
the Deductible does not apply for a newborn child (for the initial Hospital Inpatient 
Confinement) whose length of stay in the Hospital is the same as the mother’s length 
of stay.] 

 
When the family maximum Deductible is satisfied, benefits will be payable as if the "all 
other Covered Charges" individual calendar year Deductible for each person in the family 
has been satisfied. 

 
[Covered Charges used to satisfy the family maximum Deductible that applies when care is 
received from [Preferred][Network] Providers will [not] be used to satisfy the family 
maximum Deductible that applies when care is received from Non-[Preferred][Network] 
Providers and vice versa.] 

 
[Each year, [the Deductible amount] [and] [the Out-of-Pocket Expense limits] may be 
automatically indexed for inflation]]. 
 

[131] 
[Article 1A - Out of Pocket Expenses 
 
"Out-of-Pocket Expenses" mean Covered Charges for Treatment, or Service for which no 
benefits are payable because of Deductible and coinsurance features.  Out-of-Pocket Expenses 
does not include charges that are in excess of Prevailing Charges or charges that are not Covered 
Charges under this Group Policy. 
 
[Covered Charges used to satisfy the Out-of-Pocket Expense limits that apply when care is 
received from [Preferred][Network] Providers will [not] be used to satisfy the Out-of-Pocket 
Expense limits that apply when care is received from Non-[Preferred][Network] Providers and 
vice versa.] 
 
In addition, Covered Charges for which no benefits are payable because of the Utilization 
Management Program described in PART IV, Section B (1A) of this Group Policy will not count 
toward satisfaction of the Out-of-Pocket Expense limits.] 
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[132] 

[Article 2 - Covered Charges Carried Forward 
 
To determine Deductible satisfaction, Treatment or Service received by a Member [or 
Dependent] during the last three months of a calendar year may be counted as if received in 
either: 
 
a. the calendar year in which actually received; or 
 
b. the next following calendar year; 
 
whichever would result in the greater benefit payment.] 
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PART IV - BENEFITS 
 

Section A (3) - Covered Charges 
 

 
Article 1 - Covered Charges 

 
Covered Charges will be the actual cost charged to the Member [or Dependent] but only to the 
extent that the actual cost charged does not exceed Prevailing Charges. 
 
Covered Charges for Comprehensive Medical benefits payable will be based on four Categories 
of medical care services as described below. 
 
Payment of Covered Charges not listed shall be determined by The Principal based on the 
amount payable for a Covered Charge of a comparable nature.   
 
 
a. Hospital Services include: 
 

(1) charges by a Hospital for room and board (but not more than the Hospital Room 
Maximum if confinement is in a private room); and 

(2) Hospital services other than room and board; and 
(3) charges by a Physician for pathology, radiology, or the administration of anesthesia 

while receiving treatment at a Hospital; and 
(4) the services of a licensed practical nurse (L.P.N.) or a licensed registered nurse 

(R.N.), but only when such services are provided while receiving treatment during a 
Hospital Inpatient Confinement or as otherwise required by state law; and 

(5) physical, occupational, and speech therapy, but only when such services are provided 
while receiving treatment during a Hospital Inpatient Confinement; and 

(6) charges for blood and blood plasma when provided while the person is receiving 
treatment at a Hospital; and 

(7) Birthing Center services; and 
(8) Ambulatory Surgery Center services; and 
(9) freestanding dialysis center services; and 

 (10) Inpatient Rehabilitative Services as described in PART IV, Section A (8). 
 [134] 

b. Physician Hospital Services include charges for the services of a Physician (including 
surgery and Physician Visits), while receiving treatment at a Hospital (on an inpatient or 
outpatient basis). [This includes a professional component that is billed by a pathologist in 
connection with the laboratory testing).] 
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c. Physician Office or Clinic Services include: 
[135] 

(1) charges for Treatment or Service furnished at the Physician's office or clinic.  Such 
services include charges for a Physician Visit, [dressings,] [supplies,] [equipment] 
[injections], [take-home drugs,] [blood,] [blood plasma,] [[x-ray and] laboratory 
examinations,] [(this includes a professional component that is billed by a pathologist 
in connection with the laboratory testing)], [radium,][radioactive isotope therapy,] 
[removal of impacted teeth,] [and routine physical examinations.  Routine physical 
examinations do not include Advanced Imaging Services as described in PART IV, 
Section A (9A); and  

(2) the services of a Health Care Extender; and 
(3) physical, occupational, and speech therapy as described in PART IV, Section A (8); 

and 
[136]  [(4) the services of a Physician or licensed acupuncturist for acupuncture treatment up to a 

maximum benefit of [$500 each calendar year] for each Member [or Dependent]; and  
[137]  [(5) Complementary Medicine as described in PART IV, Section A (16)]; and 
[138]  [(6) telephone calls or telephone consultations]; and  
[138]  [(7) e-mail communications or e-mail consultation by a Physician with an established 

patient, up to a maximum benefit of [$35 per consultation.]  E-mail consultations 
involving prescription refills, scheduling of appointments or any communication not 
used for the evaluation of a clinical condition will not be considered a Covered 
Charge.]     

 
d. All Other Covered Services include: 
 

  (1) drugs and medicines requiring a Physician's prescription and approved by the Food 
and Drug Administration for marketing as described under Article 2 [and Article [3]] 
below; and  

[139]  (2) charges for ambulance services provided by a Hospital or a licensed service to and 
from a local Hospital (or to and from the nearest Hospital equipped to furnish needed 
treatment not available in a local Hospital) or to and from a Hospital when needed to 
transition to a more cost effective level of care as determined by The Principal; [not 
to exceed a maximum benefit of [$5,000] each calendar year for each Member [or 
Dependent]]; and 

(3) surgical dressings, supplies, covered orthotics, casts, splints, braces, crutches and 
equipment not considered to be Durable Medical Equipment as described in PART 
IV, Section A (12) ; and 

(4) oxygen, nebulizers and related charges ; and 
(5) Skilled Nursing Facility Care as described in PART IV, Section A (15); and 
(6) Hospice Care as described in PART IV, Section A (14); and 
(7) Home Health Care as described in PART IV, Section A (11); and 
(8) Home Infusion Therapy Services as described in PART IV, Section A (11); and 
(9) Durable Medical Equipment as described in PART IV, Section A (12); and 
(10) Prosthetics as described in Section A (13); and 
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(11) the services of a licensed practical nurse (L.P.N.) or a licensed registered nurse 
(R.N.), but only when such services are provided as part of Home Health Care, Home 
Infusion Therapy Services or Hospice Care as required by state law; and 

(12) anesthesia; and 
[140]  [(13) cornea or skin transplants; and  

(14) Advanced Imaging Services as described in PART IV, Section A (9A); and   
(15) Dental Services to repair damages to the jaw and sound natural teeth, if the damage is 

the direct result of an accident (but did not result from chewing) and if the Dental 
Services are completed within twelve months after the accident.  Covered Charges are 
limited to the least expensive procedure that would provide professionally acceptable 
results; and 

 [(16) Outpatient, clinic or office-based surgery]; and 
[141A] [(17) Outpatient non-surgical back, neck and spine as described in PART IV, Section A 

(8)]; and 
[141B]   [(18) Dental Services for the Treatment or Service of Amelioblastoma (benign, non-

encapsulated, locally aggressive tumor of odontogenic epithelium), Giant Cell 
Granuloma (benign but aggressive lesion of the jaw) or Odontogenic Keratocyst 
(aggressive and rapid growing cyst that will invade tissue and bone) tumors]; and 

 [(19) Specialty Prescription Drugs as described under Article 3 below]. 
 
 

[222B] [Article 2 – Prescription Drugs [(other than Specialty Prescription Drugs provided in Article 
[3] below)] 

[223] 
a. Payment Conditions 
 

Benefit payment under this Article will be limited to not more than a [90-day] supply for 
each prescription and each refill.    
 

b. Utilization Review 
 

  For certain drugs and classes of drugs designated by The Principal, The Principal reserves 
the right to: 
 
(1) require prior authorization for dispensing; and 
(2) limit quantities whose cost will be deemed to be Covered Charges; and 
(3) require the dispensing of certain drugs prior to another drug within a given class, as 

established by The Principal; and  
 

A prescription will not be refilled if there is a previously dispensed quantity for the same 
prescription or refill (for the same Member [or Dependent]) and the previously dispensed 
quantity of the drug or medicine was for: 
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(1) less than a 15-day supply and the dispensing date for the current prescription is more 
than four days before a previously dispensed supply would be exhausted; or 

(2) more than a 14-day supply and the dispensing date for the current prescription is more 
than ten days before the previously dispensed supply would be exhausted; or 

(3) more than a 14-day supply and the dispensing date for the current prescription is 
earlier than the date on which approximately [66.6%] of the previously dispensed 
quantity would be expected to last if the previously dispensed quantity was consumed 
based on the dosage instructions provided by the Physician. 

 
Exhaustion of the previously dispensed supply is determined based on when the last dose 
of the medicine or drug would have been consumed if the previously dispensed supply was 
consumed by the prescription date.] 
 
 

[Article 3 - Covered Charges for Specialty Prescription Drugs  
[144] 

Specialty Prescription Drugs are drugs and medicines, as determined by The Principal, that are 
typically expensive, biotechnology drugs used to treat certain chronic conditions.  A complete 
list of Specialty Prescription Drugs is available on-line at the Principal Life Insurance Company 
website www.principal.com.  Drugs not on the list are not considered Specialty Prescription 
Drugs.   
 
Covered Charges will include charges incurred for Provider Administered Specialty 
Prescription Drugs and Self Administered Specialty Prescription Drugs 
 
“Specialty Pharmacy” means a pharmacy designated by [The Principal] to dispense Specialty 
Prescription Drugs. 
 
“Member Pharmacy” means any retail pharmacy which has contracted with [The Principal] 
[the designated pharmacy benefit manager] to dispense Prescription Drugs for which benefits 
are provided under this Group Policy. 
 
“Non-Member Pharmacy” means any retail pharmacy which has not contracted with [The 
Principal] [the designated pharmacy benefit manager] to become a Member Pharmacy.  
 
a. Payment Conditions  
 

Benefit payment under this Article will be limited to not more than a [30-day] supply for 
each Specialty Prescription Drug or each refill. 

 
b. Provider Administered Specialty Prescription Drugs 
 

Provider Administered Specialty Prescription Drugs can be dispensed by a provider, 
Specialty Pharmacy or Member Pharmacy (as determined by The Principal) or at a Non-
Member Pharmacy.   
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[For Provider Administered Specialty Prescription Drugs, prior authorization may be 
required.]  [If Provider Administered Specialty Prescription Drugs are not [pre-
authorized] [or] [determined not to be [a Covered Charge] [Medically Necessary Care]], 
[no benefits will be payable] [benefits [will] [may] be subject to the Utilization 
Management Program in PART IV, Section B1 (1A) of this Group Policy.]  
 

c. Self Administered Specialty Prescription Drugs  
 

Self Administered Specialty Prescription Drugs must be dispensed by Specialty Pharmacy.   
 

[For Self Administered Specialty Prescription Drugs, prior authorization may be 
required.]  [If Self Administered Specialty Prescription Drugs are not [pre-authorized] 
[or] [determined not to be [a Covered Charge] [Medically Necessary Care] [or] [filled at 
other than a Specialty Pharmacy][,] [no benefits will be payable].]  See the Utilization 
Management Program in PART IV, Section B1 (1A) of this Group Policy)].]]   

 
 
Article 4 - Covered Charges for Multiple Surgical Procedures 

[142] 
If a Member [or Dependent] undergoes two or more procedures during the same anesthesia 
period, Covered Charges for the services of the Physician, facility, or other covered provider for 
each procedure that is clearly identified and defined as a separate procedure will be based on: 
 
[[for [PPO][Network] providers:] 
 
[a. [100% of Prevailing Charges for the first or primary procedure or a different amount 

provided the amount has been agreed to in Writing by The Principal and the 
[PPO][Network] provider;] [and] 

 
[b. [50% of Prevailing Charges for the second procedure or a different amount provided the 

amount has been agreed to in Writing by The Principal and the [PPO][Network] 
provider;] [and] 

 
[c. [25% of Prevailing Charges for each of the other procedures or a different amount provided 

the amount has been agreed to in Writing by The Principal and the [PPO][Network] 
provider.]] 

 
[[for non-[PPO][Network] providers:] 
 
[a. [100% of Prevailing Charges for the first or primary procedure or a different amount 

provided the amount has been agreed to in Writing by The Principal and the Non-
[PPO][Network] provider;] [and] 
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[b. [50% of Prevailing Charges for the second procedure or a different amount provided the 

amount has been agreed to in Writing by The Principal and the Non-[PPO][Network] 
provider;] [and] 

 
[c. [25% of Prevailing Charges for each of the other procedures or a different amount 

provided the amount has been agreed to in Writing by The Principal and the Non-
[PPO][Network] provider.]] 

 
Article 5 – Covered Charges for Multiple [Advanced Imaging Services] [and] [Certain 
Diagnostic Testing] 

[142A] 
If a Member [or Dependent] undergoes two or more procedures during a single patient session, 
Covered Charges for the services of a [Physician][,] facility or other covered provider for each 
procedure will be based on: 
 

 [[for [PPO][Network] providers:]  
 
a [100% of Prevailing Charges for the first or primary procedure or a different amount 

provided the amount has been agreed to in Writing by The Principal and the 
[PPO][Network] provider]; and 

 
b. [75% of Prevailing Charges for the second procedure or a different amount provided the 

amount has been agreed to in Writing by The Principal and the [PPO][Network] 
provider]; and 

 
c [75% of Prevailing Charges for each of the other procedures or a different amount 

provided the amount has been agreed to in Writing by The Principal and the 
[PPO][Network] provider].  

 
[This does not apply to services received while Hospital Inpatient Confined.] 
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[142] [[for Non-[PPO][Network] providers:]  

 
a [100% of Prevailing Charges for the first or primary procedure or a different amount 

provided the amount has been agreed to in Writing by The Principal and the Non-
[PPO][Network] provider]; and 

 
b. [75% of Prevailing Charges for the second procedure or a different amount provided the 

amount has been agreed to in Writing by The Principal and the Non-[PPO][Network] 
provider]; and 

 
c [75% of Prevailing Charges for each of the other procedures or a different amount 

provided the amount has been agreed to in Writing by The Principal and the Non-
[PPO][Network] provider].  

 
[This does not apply to services received while Hospital Inpatient Confined.] 
 
Article 6 - Covered Charges for an Assistant during Surgical Procedures 

[143] 
Benefits will be payable for the services of an assistant to a surgeon if the skill level of a Medical 
Doctor or Doctor of Osteopathy would be required to assist the primary surgeon.  Covered 
Charges for such services will be paid up to [20%] of the Prevailing Charge of the covered 
surgical procedure if the procedure is performed by a Physician or Health Care Extender [or a 
different amount provided the amount has been agreed to in Writing by The Principal and the 
[PPO] [Network] Provider] [for [PPO] [Network] Providers]] [20%] of the Prevailing Charge 
of the covered surgical procedure if the procedure is performed by a Physician or Health Care 
Extender [or a different amount provided the amount has been agreed to in Writing by The 
Principal and the Non-[PPO] [Network] Provider] [for Non-[PPO] [Network] Providers]].  
[Covered Charges for a non-Doctor of Medicine, non-Doctor of Osteopathy or a non-Doctor of 
Podiatry surgical assistant will be paid up to [15%] of the Prevailing Charge.] 
 
In addition, the multiple surgical procedures percentiles, as described in [Article 4] will be 
applied. 
 
[Article 7 – Covered Charges for Clinical Trials 

[145] 
Benefits will be payable for Clinical Trials provided: 
 
a. the Member [or Dependent] has a life threatening disease or illness and has exhausted all 

other forms of treatment; and 
 
b. the Member [or Dependent] is a participant in the Clinical Trial. 
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Covered Charges will include: 
 
a. routine care costs for items or services that are typically provided absent a Clinical Trial; 

and 
 
b. services and supplies required solely for the provisions of the Experimental or 

Investigational Measures. 
 
No benefits will be paid for: 
 
a. charges for the Experimental or Investigational Measures; and  
 
b. costs associated with data collection and record keeping; and 
 
c. services that are required by the Clinical Trial protocol but are not used in the direct 

clinical management of the Member [or Dependent].] 
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PART IV – BENEFITS 
 

  Section A (4) – [Mental Health or Behavioral Treatment Services and Alcohol or Drug  
  Abuse Treatment Services][Mental Health, Behavioral, Alcohol or Drug Abuse  

Treatment Services] 
 
 

[146] [Article 1 - Payment Conditions - Mental Health or Behavioral Treatment Services and 
Alcohol or Drug Abuse Treatment Services 
 
The following benefits will be payable for Mental Health or Behavioral Treatment Services and 
Alcohol or Drug Abuse Treatment Services.  These benefits will be payable instead of any other 
benefits described in this Group Policy, except as otherwise indicated in this Article 1. In the 
event the Member [or Dependent] receives Treatment or Services for more than one condition 
during the same period of time, benefits will be paid based on the primary focus of the Treatment 
or Service, as determined by The Principal. 
 
a. Mental Health or Behavioral Treatment Services 
 

(1) Inpatient Hospital Services 
 

If a Member [or Dependent] is Hospital Inpatient Confined in a Psychiatric Hospital, 
a psychiatric unit of a general Hospital, a licensed outpatient psychiatric center, or a 
Community Mental Health Center, benefits will be payable for charges for room, 
board, and other usual services provided during such confinement, and for Physician 
Visits provided during such confinement. 

 
Benefits will be payable as described in (5) below. 

 
(2) Partial Hospitalization or Day Treatment Services 

 
If a Member [or Dependent] receives Partial Hospitalization or Day Treatment 
Services, benefits will be payable for such services as described in (5) below. 

 
"Partial Hospitalization Facility or Day Treatment Facility" means a Hospital, a 
Psychiatric Hospital, a licensed outpatient psychiatric center, a Community Mental 
Health Center, or freestanding facility that is licensed by the proper authority of the 
state in which it is located to provide Partial Hospitalization or Day Treatment 
Services. 

 
"Partial Hospitalization or Day Treatment Services" mean a structured program under 
the supervision of a Physician, which provides diagnostic and therapeutic Mental 
Health or Behavioral Treatment Services in a Partial Hospitalization Facility or Day 
Treatment Facility for not less than four and not more than 12 consecutive hours in a 
24-hour period. 
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(3) Outpatient Services 

 
If a Member [or Dependent] receives any Outpatient Services by a Physician or 
Health Care Extender, Hospital, Psychiatric Hospital, outpatient psychiatric center, or 
Community Mental Health Center, benefits will be payable as described in (5) below. 

 
"Outpatient Services" mean Mental Health or Behavioral Treatment Services, 
including Physician Visits, which are provided other than while Hospital Inpatient 
Confined or receiving Partial Hospitalization or Day Treatment Services. 

 
Covered Charges for Outpatient Services are limited to the following services: 

 
- Crisis intervention or stabilization; 
- Psychological testing; 
- Individual psychotherapy; 
- Family therapy, if the patient is present; 
- Group therapy; 
- Electroconvulsive therapy; 
- Psychiatric medication management; 
[- Biofeedback;] 
- Behavior modification treatment; 
[- Hypnotherapy;] 
- Narcosynthesis. 

 
(4) Physician Visits 

 
If a Member [or Dependent] receives any Mental Health or Behavioral Treatment 
Services by a Physician or Health Care Extender, benefits will be payable as follows: 

 
- While Hospital Inpatient Confined:  Benefits will be payable for Physician 

Visits when provided while the person is Hospital Inpatient Confined, only if 
they occur during the period for which inpatient Hospital benefits are payable.  
Benefits will be payable as described under (5) below. 

 
- While Receiving Partial Hospitalization or Day Treatment Services:  

Benefits will be payable for Physician Visits when provided while the person is 
receiving Partial Hospitalization or Day Treatment Services, only if they occur 
during the period for which Partial Hospitalization or Day Treatment Services 
benefits are payable.  Benefits will be payable as described under (5) below. 

 
- All Other Physician Visits:  Benefits for Physician Visits provided other than 

while Hospital Inpatient Confined or while receiving Partial Hospitalization or 
Day Treatment Services are Outpatient Services and will be payable as 
described under (5) below.  Covered services will be those listed under 
Outpatient Services in (3) above. 
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(5) Benefits Payable 

 
(a) Inpatient Hospital Services:  Benefits will be payable at [80%] of Covered 

Charges and will be subject to the same Deductible that applies to any other 
Inpatient Hospital Confinement, as well as the calendar year maximum benefit 
described in (6) below. 

 
(b) Partial Hospitalization or Day Treatment Services:  Benefits will be payable 

at [80%] of Covered Charges and will be subject to the calendar year 
Deductible, as well as the calendar year maximum benefit described in (6) 
below. 

 
(c) Outpatient Services:  Benefits will be payable at [80%] of Covered Charges 

and will be subject to the same Deductible that applies to any other outpatient 
services, as well as the calendar year maximum benefit described in (6) below. 

 
(d) Physician Visits:  Benefits will be payable at [80%] of Covered Charges and 

will be subject to the calendar year Deductible, as well as the calendar year 
maximum benefit described in (6) below. 

 
(6) Calendar Year Maximum 

 
The maximum benefit payable for any combination of Covered Charges described in 
(1), (2), (3), or (4) above will be limited to a maximum benefit of [$7,500] each 
calendar year for each insured person. 

 
b. Alcohol or Drug Abuse Treatment Services 
 

(1) Inpatient Hospital Services 
 

If a Member [or Dependent] is Hospital Inpatient confined in an Inpatient Alcohol or 
Drug Abuse Treatment Facility or an alcohol/drug unit of a general Hospital, benefits 
will be payable for charges for room, board, and other usual services provided during 
such confinement, and for Physician Visits provided during such confinement. 

 
Benefits will be payable as described in (5) below. 

 
(2) Partial Hospitalization or Day Treatment Services 

 
If a Member [or Dependent] receives Partial Hospitalization or Day Treatment 
Services, benefits will be payable for such services as described in (5) below. 

 
"Partial Hospitalization Facility or Day Treatment Facility" means a Hospital or 
freestanding facility that is licensed by the proper authority of the state in which it is 
located to provide Partial Hospitalization or Day Treatment Services. 
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"Partial Hospitalization or Day Treatment Services" means a structured program 
under the supervision of a Physician, which provided diagnostic and therapeutic 
Alcohol or Drug Abuse Treatment Services in a Partial Hospitalization Facility or 
Day Treatment Facility for not less than four and not more than 12 consecutive hours 
in a 24-hour period. 

 
(3) Outpatient Services 

 
If a Member [or Dependent] receives any Outpatient Services by a Physician or 
Health Care Extender, Hospital, or Outpatient Alcohol or Drug Abuse Treatment 
Facility, benefits will be payable as described in (5) below. 

 
"Outpatient Services" means Alcohol or Drug Abuse Treatment Services, including 
Physician Visits, which are provided other than while Hospital Inpatient Confined or 
receiving Partial Hospitalization or Day Treatment Services. 

 
Covered Charges for Outpatient Services are limited to the following services: 

 
(a) Individual therapy; 
(b) Family therapy, if the patient is present; 
(c) Group therapy; 
(d) Alcohol or drug abuse medication management, except as described in PART 

IV, Section A (18); 
[(e) Biofeedback;] 
(f) Behavior modification treatment; 
(g) Alcohol or drug abuse rehabilitation or counseling services. 

 
(4) Physician Visits 

 
If a Member [or Dependent] receives any Alcohol or Drug Abuse Treatment Services 
by a Physician or Health Care Extender, benefits will be payable as follows: 

 
(1) While Hospital Inpatient Confined:  Benefits will be payable for Physician 

Visits when provided while the person in Hospital Inpatient Confined, only if 
they occur during the period for which inpatient Hospital benefits are payable.  
Benefits will be payable as described under (5) below. 

 
(2) While Receiving Partial Hospitalization or Day Treatment Services:  

Benefits will be payable for Physician Visits when provided while the person is 
receiving Partial Hospitalization or Day Treatment Services, only if they occur 
during the period for which Partial Hospitalization or Day Treatment Services 
benefits are payable.  Benefits will be payable as described under (5) below. 

 
(3) All Other Physician Visits:  Benefits for Physician Visits provided other than 

while Hospital Inpatient Confined or while receiving Partial Hospitalization or 
Day Treatment Services will be considered Outpatient Services and will be 
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payable as described under (5) below.  Covered services will be those listed 
under Outpatient Services in (3) above. 

 
(5) Benefits Payable 

 
(a) Inpatient Hospital Services:  Benefits will be payable the same as for any 

other covered Treatment or Service and will be subject to the same Deductible 
that applies to any other Inpatient Hospital Confinement, as well as the 
Maximum Benefits described in (6) below. 

 
(b) Partial Hospitalization or Day Treatment Services:  Benefits will be payable 

the same as for any other covered Treatment or Service and will be subject to 
the calendar year Deductible, as well as the Maximum Benefits described in (6) 
below. 

 
(c) Outpatient Services:  Benefits will be payable the same as for any other 

covered Treatment or Service and will be subject to the same Deductible that 
applies to any other outpatient services, as well as the Maximum Benefits 
described in (6) below. 

 
(d) Physician Visits:  Benefits will be payable the same as for any other covered 

Treatment or Service and will be subject to the calendar year Deductible, as 
well as the Maximum Benefits described in (6) below. 

 
(6) Maximum Benefits 

 
For each insured person, the maximum benefit payable for any combination of 
Covered Charges described in (1), (2), (3), and (4) above will be limited to: 

 
- [$6,000] during any period of [two ]consecutive calendar years[; and 
- [$12,000] during the insured person's lifetime]. 

 
c. Provisions Applicable to Mental Health or Behavioral Treatment Services and 

Alcohol or Drug Abuse Treatment Services 
 

For the purpose of the benefits described in this Article 1: 
 

(1) No benefits will be payable for any charges incurred in excess of the limits and 
maximums described in this Section.  The general Comprehensive Medical 
limitations in Section A (18) will apply to Mental Health or Behavioral Treatment 
Services and Alcohol or Drug Abuse Treatment Services.  In addition, Mental Health 
or Behavioral Treatment Services and Alcohol or Drug Abuse Treatment Services 
will not include and no benefits will be paid for: 

 
(a) recreational therapy, art therapy, music therapy, dance therapy, or wilderness 

therapy; or 
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(b) psychoanalysis and aversion therapy; or 
 

(c) residential mental health or behavioral Treatment or Service; or 
 

(d) after-care treatment programs for alcohol or drug abuse. 
 

[(2) Benefits payable for Mental Health or Behavioral Treatment Services and Alcohol or 
Drug Abuse Treatment Services will be applied to the Comprehensive Medical 
Overall Lifetime Maximum Payment Limit, and this maximum will be reduced by the 
benefits paid; and] 

 
(3) Covered Charges incurred for outpatient laboratory services and for outpatient drugs 

and medicines requiring a Physician’s prescription are payable the same as for any 
other covered Treatment or Service and are not subject to the limits described in this 
Article 1; and 

 
[(4) Charges for Outpatient Services or Partial Hospitalization or Day Treatment Services 

that are in excess of those approved by The Principal for Outpatient Services or for 
Partial Hospitalization or Day Treatment Services will not be considered Covered 
Charges.] 

 
 [(5) Benefits payable for Outpatient Services and Partial Hospitalization or Day Treatment 

Services will be subject to the Utilization Management Program described in PART 
IV, Section B1 (1A) of this Group Policy.] 

[147] 
[(6) [Benefits payable for Outpatient Services and for Partial Hospitalization or Day 

Treatment Services must be pre-authorized prior to Treatment or Service received for 
[both [Preferred] [Network] Providers [and] Non-[Preferred] [Network] Providers.]  
[Benefits will be payable only for Outpatient Services and for Partial Hospitalization 
or Day Treatment Services determined to be [a Covered Charge] [Medically 
Necessary Care].]  

 
[(7) [If Treatment or Service for Outpatient Services and for Partial Hospitalization or 

Day Treatment Services is not pre-authorized, no benefits will be payable.] [If 
Treatment or Services for Outpatient Services and for Partial Hospitalization or Day 
Treatment Services is not pre-authorized, benefits will be subject to the Utilization 
Management Program described in PART IV, Section B1 (1A) of this Group Policy.]] 

 
[Benefits payable for medical care received from either a [Preferred][Network] Provider or a 
Non-[Preferred][Network] Provider will be combined and applied toward the limits and 
maximums described in this Section A (4).] ] 
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[148] [Article 1 – Payment Conditions – Mental Health, Behavioral, Alcohol or Drug Abuse 

Treatment Services 
 
The following benefits will be payable for Mental Health, Behavioral, Alcohol or Drug Abuse 
Treatment Services.  In the event the Member [or Dependent] receives Treatment or Services for 
more than one condition during the same period of time, benefits will be paid based on the 
primary focus of the Treatment or Service, as determined by The Principal. 
 
a. Inpatient Hospital Services 
 

If a Member [or Dependent] is Hospital Inpatient Confined in a Psychiatric Hospital, an 
Inpatient Alcohol or Drug Abuse Treatment Facility, a psychiatric or alcohol/drug unit of a 
general Hospital, a licensed outpatient psychiatric center, or a Community Mental Health 
Center, benefits will be payable for charges for room, board, and other usual services 
provided during such confinement, and for Physician Visits provided during such 
confinement.  Benefits are payable the same as for any other Hospital Inpatient 
Confinement. 

 
b. Outpatient Services 
 

If a Member [or Dependent] receives any Outpatient Services by a Physician or Health 
Care Extender, Hospital, Psychiatric Hospital, outpatient psychiatric center, Community 
Mental Health Center, or Outpatient Alcohol or Drug Abuse Treatment Facility, benefits 
will be payable the same as for any other outpatient services. 

 
"Outpatient Services" mean Mental Health, Behavioral, Alcohol or Drug Abuse Treatment 
Services, including Physician Visits, which are provided other than while Hospital 
Inpatient Confined. 

 
Covered Charges for Outpatient Services are limited to the following services: 

 
(1) Partial Hospitalization or Day Treatment Services; 
(2) crisis intervention or stabilization; 
(3) psychological testing; 
(4) individual psychotherapy; 
(5) family therapy, if the patient is present; 
(6) group therapy; 
(7) electroconvulsive therapy; 
(8) psychiatric alcohol or drug abuse medication management, except as described in 

PART IV, Section A (18); 
[(9) biofeedback;] 
(10) behavior modification treatment; 
(11) alcohol or drug abuse rehabilitation or counseling services; 
[(12) hypnotherapy;] 
(13) narcosynthesis. 
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For the purpose of these Outpatient Services benefits, "Partial Hospitalization or Day 
Treatment Services" means a structured program under the supervision of a Physician, 
which provides diagnostic and therapeutic Mental Health, Behavioral, Alcohol or Drug 
Abuse Treatment Services in a Partial Hospitalization Facility or Day Treatment Facility 
for not less than four and not more than 12 consecutive hours in a 24-hour period.  "Partial 
Hospitalization Facility or Day Treatment Facility" means a Hospital or freestanding 
facility that is licensed by the proper authority of the state in which it is located to provide 
Partial Hospitalization or Day Treatment Services. 

 
c. Physician Visits 
 

If a Member [or Dependent] receives any Mental Health, Behavioral, Alcohol or Drug 
Abuse Treatment Services by a Physician or Health Care Extender, benefits will be payable 
the same as for any other Physician Visit. 

 
d. Benefits Payable 
 

Benefits for Mental Health, Behavioral, Alcohol or Drug Abuse Treatment Services are 
payable the same as for any other covered Treatment or Service. 

 
 [Benefits paid will be applied toward the Comprehensive Medical Overall Lifetime 

Maximum Payment Limit and this maximum will be reduced by the benefits paid.] 
 

[Charges incurred for Outpatient Services that are in excess of those approved by The 
Principal for Outpatient Services will not be considered Covered Charges.] 

 
[Benefits payable for Outpatient Services will be subject to the Utilization Management 
Program described in PART IV, Section B1 (1A) of this Group Policy.] 
 

[149] [Benefits payable for Outpatient Services must be pre-authorized prior to Treatment or 
Service received for [both [Preferred] [Network] Providers and] Non-
[Preferred][Network] Providers.] [Benefits will be payable only for Outpatient Services 
determined to be [a Covered Charge] [Medically Necessary Care].]  
 
[If Treatment or Service for Outpatient Services is not pre-authorized, no benefits will be 
payable.] [If Treatment or Services for Outpatient Services is not pre-authorized, benefits 
will be subject to the Utilization Management Program described in PART IV, Section B1 
(1A) of this Group Policy.]  

 
e. Limitations 
 

The general Comprehensive Medical limitations described in Section A (18) of this Group 
Policy will apply to Mental Health, Behavioral, Alcohol or Drug Abuse Treatment 
Services.  In addition Mental Health, Behavioral, Alcohol or Drug Abuse Treatment 
Services will not include and no benefits will be paid for: 
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 (1) recreational therapy, art therapy, music therapy, dance therapy, or wilderness therapy; 

or 
(2) psychoanalysis and aversion therapy; or 
(3) residential mental health or behavioral Treatment or Service; or 
(4) after-care treatment programs for alcohol or drug abuse.] 
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PART IV - BENEFITS 
 

Section A (5) – Transplant Services 
 

 
[Article 1 – Payment Conditions – Transplant Services 

[150] 
"Transplant Services" means Covered Charges incurred in connection with the covered 
transplants including but not limited to those listed below that are [for Medically Necessary 
Care] [a Covered Charge] and not considered to be an Experimental or Investigational Measure.  
Covered transplants include the following human-to-human organ or bone marrow transplant 
procedures (including charges for organ or tissue procurement): 

 
[(1) Heart; 
(2) Heart/lung (simultaneous); 
(3) Lung; 
(4) Liver; 
(5) Kidney; 
(6) Kidney/Pancreas; 
(7) Pancreas; 
(8) Small Bowel; 
(9) Cornea; 
(10) Skin; 
(11) Bone marrow transplant or peripheral stem cell infusion when a positive response to standard 

medical treatment or chemotherapy has been documented.  
 
Benefits for these Transplant Services will be payable the same as for any other covered 
Treatment or Service[ subject to the calendar year [Deductible][and][Coinsurance]. 
 
Limitations 
 

The general Comprehensive Medical limitations listed in PART IV, Section A (18) will 
apply to Transplant Services.  In addition, limitations specific to Home Health Care, Home 
Infusion Therapy Services, Durable Medical Equipment, Hospice, and Skilled Nursing 
Facility provisions will apply to Transplant Services if those benefits are used in 
connection with a covered transplant. 

 
For each transplant episode Covered Charges will include: 

 
(1) Transplant evaluations from no more than two transplant providers; and 
(2) No more than one listing with the United Network of Organ Sharing (UNOS). 
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If the transplant is not a covered transplant under this Group Policy, all charges  related to 
the transplant and all related complications will be excluded from payment under this 
Group Policy, including, but not limited to, dose-intensive chemotherapy.  

 
[Benefits paid for Transplant Services will be applied to the Comprehensive Medical 
Overall Lifetime Maximum Payment Limit and this maximum will be reduced by the 
benefits paid.] ] 
 
[See the Utilization Management Program in PART IV, Section B1 (1A) of this Group 
Policy.] 
 

[Article 1 - Payment Conditions - Transplant Services 
[151] 

"Transplant Services" means Covered Charges incurred in connection with the covered 
transplant including but not limited to those listed below that are [for Medically Necessary Care] 
[a Covered Charge] and not considered to be an Experimental or Investigational Measure.  The 
following benefits will be payable for Treatment or Service for Transplant Services.  These 
benefits will be payable instead of any other benefits described in this Group Policy, except as 
otherwise provided in this Section. 
 
a. Covered Transplants 
 
 The following human-to-human organ or bone marrow transplant procedures will be 

considered Covered Charges, subject to all limitations and maximums described in this 
Section A (5), for a patient who is covered under this Group Policy. 

 
[(1) Heart; 
(2) Heart/lung (simultaneous); 
(3) Lung; 
(4) Liver; 
(5) Kidney; 
(6) Kidney-pancreas; 
(7) Pancreas; 
(8) Small bowel; 
(9) Bone marrow transplant or peripheral stem cell infusion when a positive response to 

standard medical treatment or chemotherapy has been documented.   
 

Cornea and skin transplants are not covered transplant for the purpose of this Article.  
Instead, cornea and skin transplants are covered under the normal provisions of this 
Comprehensive Medical section, and are not subject to any conditions set forth in this 
Section. 

 



 

 
PART IV - BENEFITS 

 
GC 5014 D (HDHP) (R)     Section A (5) - Comprehensive Medical Expense Insurance 
  [(PPO)], Transplant Services, Page 3 
 

b. Covered Charges 
 

For the purpose of this Article, Transplant Services Covered Charges will include all 
services listed in the general Comprehensive Medical Covered Charges section, including, 
but not limited to, services by a Home Health Care Agency, Skilled Nursing Facility, and 
services for Home Infusion Therapy Services and Durable Medical Equipment. 
 
Covered Charges will also include charges incurred by the organ donor for a covered 
transplant if the charges are not covered by any other medical expense coverage. 
 

c. Benefits Payable:  Within the Transplant Network 
 

For Transplant Services provided by a provider in the Transplant Network, benefits payable 
for Treatment or Service received each calendar year will be paid at [the [PPO][Network] 
level of benefits], [subject to the calendar year [Deductible] [and] [Coinsurance].] 
 
If transplant related services are provided by a provider in the Transplant Network, travel 
and lodging expenses for the patient and the patient's Immediate Family will be covered if 
the treating facility is greater than [100] miles one way from the patient's home (excluding 
travel or lodging provided by a family member or friend).  This would include ambulance 
expenses that would otherwise be excluded under the Comprehensive Medical ambulance 
benefit, if such expenses are incurred solely to meet timing requirements imposed by the 
transplant.  Benefits payable cannot be used to satisfy any [Deductible] [or] [coinsurance] 
amount under the ambulance benefit in the normal provisions of the Comprehensive 
Medical section. 

 
Travel and lodging benefits will be payable at [100%] [without application of any 
Deductible Amount], up to a lifetime maximum benefit of [$5,000] for each transplant 
recipient. 

 
All travel and lodging benefits must be approved in advance by The Principal. 
 

d. Benefits Payable:  Outside the Transplant Network 
  

For Transplant Services provided by any covered provider other than a Transplant Network 
provider, benefits will be payable the same as any other covered Treatment or Service, 
[subject to the calendar year Deductible] [and the applicable coinsurance rate] up to the 
following maximum benefit for each transplant episode for each surgery listed below[, and 
up to a transplant lifetime maximum benefit of [$500,000] for each insured Member [or 
Dependent]]: 

 
- Liver     [$ 30,000] 
- Kidney    [$ 30,000] 
- Heart     [$ 30,000] 
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- Lung     [$ 30,000] 
- Heart/Lung (simultaneous)  [$ 30,000] 
- Bone Marrow 
 - Autologous  [$ 30,000] 
 - Allogeneic   [$ 30,000] 
- Kidney/Pancreas (simultaneous)  [$ 30,000] 
- Kidney    [$ 30,000] 
- Pancreas    [$ 30,000] 
- Small bowel   [$ 30,000] 

 
Services subject to the transplant episode [and transplant lifetime maximums] will include 
Covered Charges as specified in this section, including, but not limited to:  evaluation; pre-
transplant, transplant, and post-transplant care (not including outpatient 
immunosuppressant drugs); organ donor search, procurement and retrieval; complications 
related to the procedure and follow-up care for services received during the 12-month 
period from the date of transplant.  Services by a Home Health Care Agency, or Skilled 
Nursing Facility and services for Home Infusion Therapy Service and Durable Medical 
Equipment will reduce those provisions maximums as described in [Section A (11) (12) 
(15)]. 

 
No benefits will be payable for travel and lodging expenses if services are provided outside 
the Transplant Network. 

 
e. Limitations:  Applicable Within and Outside the Transplant Network 
 

The general Comprehensive Medical limitations listed in PART IV, Section A (18) will 
apply to Transplant Services.  In addition, limitations specific to Home Health Care, Home 
Infusion Therapy Services, Durable Medical Equipment, Hospice, and Skilled Nursing 
Facility provisions will apply to Transplant Services if those benefits are used in 
connection with a covered transplant. 

 
For each transplant episode Covered Charges will include: 

 
(1) Transplant evaluations from no more than two transplant providers; and 
(2) No more than one listing with the United Network of Organ Sharing (UNOS). 

 
If the transplant is not a covered transplant under this Group Policy, all charges related to 
the transplant and all related complications will be excluded from payment under this 
Group Policy, including, but not limited to, dose-intensive chemotherapy.  

 
[Benefits paid for Transplant Services will be applied to the Comprehensive Medical 
Overall Lifetime Maximum Payment Limit and this maximum will be reduced by the 
benefits paid.] ] 
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[See the Utilization Management Program in PART IV, Section B1 (1A) of this Group 
Policy.] 
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PART IV - BENEFITS 
 

Section A (6) – Medical Emergency 
 

 
Article 1 - Payment Conditions - Medical Emergency 
 
If a Member [or Dependent] requires treatment, either within the [PPO][Network] Service Area 
or outside the [PPO][Network] Service Area, for a Medical Emergency and cannot reasonably 
reach a [Preferred][Network] Provider, benefits for such treatment received for that Medical 
Emergency will be paid subject to the [PPO][Network] [Deductible] [and] [Coinsurance].  
Treatment or Service for conditions other than that which created the Medical Emergency will be 
paid at the Non-[PPO][Network] level.     
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PART IV - BENEFITS 
 

Section A (7) – Wellness Services 
 
 [Article 1 - Payment Conditions – Wellness Services 

[152 
a. Routine Physical Exam 
 
 (1) Adult Wellness  

 
 If medical care is received from [Preferred][Network] Providers, charges incurred for 

Routine Physical Exams will be payable as described below:  
 
 For a Member [or Dependent] [19] years of age or older:  Benefits will be payable at 

100% of Covered Charges [in excess of the applicable Deductible Amount,] [up to 
[$500] per visit.  [Additional benefits, if any, beyond the [$500] visit limit will be 
subject to the calendar year [Deductible Amount] [and ][coinsurance percentage.] 
[and will be limited to the adult wellness services calendar year maximum benefit of 
[$300] for each insured person.]  

 
 No benefits will be payable if services are provided by a Non-[PPO][Network] 

Provider.   
 
(2) Well Child Visits 
 
 Dependents under age [19]:  If services are provided by a [PPO] [Network] Provider, 

benefits will be payable at [100%] of Covered Charges[ in excess of the applicable 
Deductible Amount].   

  
 If services are provided by a Non-[PPO][Network] provider, benefits will be payable 

the same as for any other Non-[PPO][Network] Physician Visit.   
 

 “Routine Physical Exam” means a medical examination given by a Physician for a reason 
other than to diagnose or treat a suspected or identified sickness or injury.  Included as part 
of the examination are [x-rays,] [laboratory tests,] [immunizations] [and] [other tests] 
given in connection with the examination.  [Not included are charges for Advanced 
Imaging Services as described in PART IV, Section A (9A)].   

 
Also not included are charges for Prostate Cancer Screening, Colorectal Cancer 
Screening, Children’s Preventive Pediatric Care Services and Mammography Services.  
Such charges are payable as described in PART IV, Section A. 
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b. Screening Colonoscopies 
  
 [If Treatment or Service is provided by a [PPO][Network] Provider, Covered Charges will 

include charges incurred for outpatient, clinic or office-based screening flexible 
sigmoidoscopy or screening colonoscopy[ as recommended by the American Cancer 
Society [ for Members][ or Dependents] age [50] and over].]   

 
 [Benefits will be payable at 100% of Covered Charges [in excess of the applicable 

Deductible amount][ and will be limited to the same adult wellness services [ [$500] per 
visit maximum] as described in (1) above for each insured person]. ] 

 
 No benefits will be payable if services are provided by a Non-[PPO][Network] Provider.] 
 

In the event that a [PPO][Network] Provider is unavailable to administer the screening, 
examination, or treatment of colorectal cancer, and the Member [or Dependent] is referred 
to a Non-[PPO][Network] Provider, there will be no additional cost to the individual 
beyond what he or she would otherwise have paid to a [PPO][Network] Provider. 

 
c. Pediatric Vaccines 
 

Covered Charges will include the cost of Pediatric Vaccines administered to a Dependent 
Child from birth through 18 years of age. 
 
"Pediatric Vaccines" mean those vaccines shown on the list established and periodically 
reviewed by the Advisory Committee on Immunization Practices as referenced by Section 
1928 of Title 19 of the Social Security Act or such other list of vaccines as mandated by 
other Federal or State laws that are applicable to this Group Policy. 
 
If services are provided by a [PPO][Network] Provider, benefits will be payable at 100% 
of Covered Charges except no Deductible will apply.  If services are provided by a Non-
[PPO][Network] Provider, benefits will be payable at 100% of Covered Charges and no 
Deductible will apply.  
 
If services are provided by a Non-[PPO][Network] provider, benefits will be payable the 
same as for any other Non-[PPO][Network] Physician Visit except no Deductible will 
apply.  
 
NOTE:  The benefit will be coordinated with the Children’s Preventive Pediatric Care 
Services] provisions in PART IV, Section (A). 

 
d. Mammograms 
 
 [Covered Charges will include charges for outpatient, clinic or office-based Mammograms. 

If services are provided by a [PPO][Network] provider, benefits for screening 
mammograms will be payable the same as the Adult Wellness Benefit [ [$500] per visit 
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maximum] as described in a.(1) above.]]    [All other mammograms will be payable the 
same as any other covered Treatment or Service.]    
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PART IV - BENEFITS 
 

Section A (8) – Rehabilitative Services 
 

 
Article 1 - Payment Conditions – Rehabilitative Services 

[154] 
a.  Outpatient, Office or Clinic Services  
 
 (1) Back, Neck and Spine 

[155] 
 Covered Charges will include charges for Treatment or Service incurred for non-

surgical treatment (including [diagnostic testing and] post-surgical therapy) for the 
treatment of the vertebrae, disc, spine, back, neck and adjacent tissues in an 
outpatient, office or clinic setting. Benefits will be payable the same as any other 
covered Treatment or Service[ up to a maximum benefit of [$1,000] each calendar 
year for each insured person].]  

[156] 
 (2) Occupational Therapy, Physical Therapy and Speech Therapy, excluding Back, 

Neck and Spine as described above 
 

 Covered Charges will include charges incurred for occupational therapy, physical 
therapy and speech therapy, excluding services described above for back, neck and 
spine, up to a combined maximum benefit of [$2,500 each calendar year] for each 
insured person.  Benefits will be payable the same as any other [Specialist] Physician 
Office or Clinic Service regardless of location of service.     

[157] 
b. Inpatient Services 
 
 Covered Charges will include charges incurred for inpatient rehabilitative services in an 

Inpatient Rehabilitation Facility for each insured person during the Member’s [or 
Dependent’s] lifetime.  Benefits will be payable the same as any other covered Treatment 
or Service up to a maximum of [30 days per calendar year]. 

 
 “Inpatient Rehabilitation Facility” is a Hospital (or a special unit of a Hospital that is 

designated as an Inpatient Rehabilitation bed) that provides rehabilitation health services 
(including but not limited to physical therapy, occupational therapy or speech therapy) on an 
inpatient basis, as authorized by law.   
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PART IV - BENEFITS 
 

Section A (9) – Outpatient X-Ray; Outpatient Laboratory Services 
 

 
Article 1- Payment Conditions - Outpatient X-Ray Services 
 
Payment of outpatient x-ray services will be made as follows: 
 
a. The [PPO] [Network] level of benefits will be paid only to [Preferred] [Network] 

Providers. 
 
b. If the Member [or Dependent] goes to a [PPO] [Network] or non-[PPO][Network] 

Physician’s office or clinic and the Physician sends the x-ray(s) to a [PPO] [Network] 
facility for interpretation, the [PPO][Network] level of benefits will be paid.  [If the 
Member [or Dependent] is not seen within that facility, the [PPO] [Network] level of 
benefits will be paid subject to the applicable calendar year Deductible]. 

 
c. If the Member [or Dependent] goes to a [PPO] [Network] or non-[PPO][Network] 

Physician’s office or clinic and the Physician sends the x-ray(s) to a non-[PPO][Network] 
facility, the level of benefits for Non-[Preferred][Network] Providers will apply. 

 
d. If the Member [or Dependent] goes to a [PPO] [Network] freestanding x-ray facility, the 

[PPO] [Network] level of benefits will be paid subject to the applicable calendar year 
Deductible.   If the x-ray facility is not a [Preferred] [Network] Provider, the level of 
benefits for Non-[Preferred] [Network] Providers will apply. 

 
 
[Article 2 - Payment Conditions - Outpatient Laboratory Services 
 
Payment of outpatient laboratory services will be made as follows: 

[158] 
a. The [PPO] [Network] level of benefits will be paid only to [Preferred] [Network] 

Providers. 
 
b. If the Member [or Dependent] goes to a [PPO] [Network] or non-[PPO][Network] 

Physician’s office or clinic and the Physician sends the specimen to a [PPO][Network] 
facility for processing, the [PPO][Network] level of benefits will be paid.  If the Member 
[or Dependent] is not seen by that facility, the [PPO] [Network] level of benefits will be 
paid subject to the applicable calendar year Deductible.  

 
c. If the Member [or Dependent] goes to a [PPO] [Network] or non-[PPO][Network] 

Physician’s office or clinic and the Physician sends the specimen to a non-[PPO] 
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[Network] facility, the level of benefits for Non-[Preferred][Network] Providers will 
apply. 

 
d. If the Member [or Dependent] goes to a [PPO][Network] freestanding laboratory, the 

[PPO][Network] level of benefits will be paid subject to the applicable calendar year 
Deductible.  If the laboratory is not a [Preferred][Network] Provider, the level of benefits 
for Non-[Preferred][Network] Providers will apply. 

 
If the Member [or Dependent] is referred to another provider for outpatient laboratory services, 
the Member [or Dependent] should verify with his or her Physician that the referral is for a 
[Preferred] [Network] Provider.  If that provider is not a [Preferred] [Network] Provider, the 
level of benefits for Non-[Preferred] [Network] Providers will apply.] [If a professional 
component is billed by a provider in connection with laboratory testing, said professional 
component will be considered a Covered Charge.]] 
 
[Article 2 - Payment Conditions - Outpatient Laboratory Services 

[159] 
If the Member [or Dependent] goes to a Physician's office or clinic and the Physician sends the 
laboratory work to a Laboratory Network provider for processing, The Principal will pay [100%] 
of Covered Charges [in excess of the applicable Deductible Amount]  for the Laboratory 
Services. 
 
If the Member [or Dependent] goes to a Physician's office or clinic and the Physician sends the 
laboratory work to a non-Laboratory Network provider for processing,  regular benefits will 
apply, including any applicable Deductibles and coinsurance. [If a professional component is 
billed by a provider not in the Laboratory Network in connection with laboratory testing, said 
professional component will be considered a Covered Charge, including any applicable plan 
Deductible and coinsurance.] 
 
If the Member [or Dependent] goes to a Laboratory Network provider for processing with a 
Physician's directives, The Principal will pay [100%] of Covered Charges [in excess of the 
applicable Deductible Amount] for the Laboratory Services.  If the laboratory facility is not a 
Laboratory Network provider, regular benefits will apply, including any applicable Deductibles 
and coinsurance.] [If a professional component is billed by a provider not in the Laboratory 
Network in connection with laboratory testing, said professional component will be considered a 
Covered Charge, including any applicable plan Deductible and coinsurance.]] 
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PART IV – BENEFITS 
 

Section A (9A) – Advanced Imaging Services 
[161]  

Article 1 – Payment Conditions – Advanced Imaging Services 
 
“Advanced Imaging Services” includes all non-emergent outpatient magnetic resonance 
imaging (MRIs), magnetic resonance arteriography (MRAs), computerized axial tomography 
(CT/CTAs), positron emission tomography (PETs), single photon emission computerized 
tomography (SPECTs), or nuclear cardiology imaging, or other similar imaging tests and all 
related services (other than evaluation and management services) in an outpatient facility, 
Physician office or clinic or a freestanding advanced imaging facility.  
 
Article 2 – Benefits Payable 
 
a. Benefits will be payable for the Advanced Imaging Services determined to be [a Covered 

Charge] [Medically Necessary Care].  Advanced Imaging Services will be payable subject 
to the calendar year Deductible Amount and the applicable coinsurance percentage; and 

 
b. The general Comprehensive Medical limitations listed in Section A (18) will apply to 

Advanced Imaging Services[; and 
 
c. Benefits paid for Advanced Imaging Services will be applied to the Comprehensive 

Medical Overall Lifetime Maximum Payment Limit and this maximum will be reduced by 
the benefits paid]. 

 
Article 3 Pre-Authorization Requirements 
 
a. [Advanced Imaging Services must be pre-authorized prior to Treatment or Service 

received from [[Preferred] [Network] Providers] [and] [[Non-[Preferred][Network] 
Providers].]  [This pre-authorization is valid for [60 days].] 

 
b. “Prescribing Provider” is the Physician who orders and obtains the pre-authorization for 

the Advanced Imaging Services.  [The Member should verify that the Prescribing Provider 
has pre-authorized the Advanced Imaging Services so benefits are not [denied][reduced].] 

 
[If Advanced Imaging Services are not pre-authorized, no benefits will be payable.] [If Advanced 
Imaging Services are not pre-authorized, benefits will be subject to the Utilization Management 
Program described in PART IV, Section B1 (1A) of this Group Policy.] 
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PART IV - BENEFITS 
 

Section A (10) – Emergency Room Services 
 

 
[Article 1 - Payment Conditions - Emergency Room Services 

[162] 
Covered Charges will include charges for Treatment or Service received in an emergency room. 
Benefits payable for emergency room treatment will be subject to [Deductibles,] [and] 
[coinsurance] in the following order: 
 
[a. First, the calendar year Deductible; and] 
 
[[b]. [Then], the Member [or Dependent's] coinsurance percentage will be applied.] 
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PART IV – BENEFITS 
 

Section A (11) – Home Health Care and Home Infusion Therapy Services 
 
Article 1 – Payment Conditions - Home Health Care 
 
a. Covered Charges 
 

Covered Charges will include charges by a Home Health Care Agency for: 
 

(1) part-time or intermittent home nursing care by or under the supervision of a 
licensed registered nurse (R.N.) ; and 

(2) part-time or intermittent home care by a Home Health Aide; and 
(3) physical, occupational, speech, or respiratory therapy; and 
(4) intermittent services of a registered dietician or social worker; and 
(5) drugs and medicines which require a Physician's prescription, (except as 

specified under Home Infusion Therapy Services[ or [Provider Administered] 
Specialty Prescription Drugs as described in PART IV, Section A (3)]), as 
well as other supplies prescribed by the attending Physician; and 

(6) laboratory services (except as specified under Home Infusion Therapy 
Services). 

 
The Home Health Care Services must be: 

 
(1) rendered in accordance with a prescribed Home Health Care Plan.  The Home 

Health Care Plan must be: 
 

- prescribed by the attending Physician; and 
- established prior to the initiation of the Home Health Care services; and 

 
(2) preapproved by The Principal prior to the initiation of the Home Health Care 

Plan, or in the event that services are required on a weekend, The Principal is 
notified the next following business day.  If Home Health Care Services are 
not preapproved by The Principal, no benefits will be payable. 

 
In addition, the attending Physician must certify that the Home Health Care services 
are necessary to prevent, delay or shorten Hospital Inpatient Confinement or Skilled 
Nursing Facility Confinement. 
 
[See the [Utilization Management Program in PART IV, Section B1 (1A) of this 
Group Policy] [and] [[Provider Administered] Specialty Prescription Drugs in 
PART IV, Section A (3) of this Group Policy].] 
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b. Benefits Payable 
 

Benefits will be payable the same as for any other covered Treatment or Service up 
to a maximum of [60] Home Health Care visits per calendar year for each insured 
person.  For each covered provider, up to four hours of continuous service will be 
counted as one visit.  Covered providers include a:  Home Health Aide, licensed 
registered nurse (R.N.), licensed practical nurse (L.P.N.), registered dietician, social 
worker, physical therapist, speech therapist, occupational therapist, respiratory 
therapist, or any other member of the Home Health Care team.   
 
[Benefits paid will be applied to the Comprehensive Medical Overall Lifetime 
Maximum Payment Limit and this maximum will be reduced by the benefits paid.] 

 
c. Limitations 

[163] 
The general Comprehensive Medical limitations listed in PART IV, Section A (18) 
will apply to Home Health Care.  In addition, Home Health Care Covered Charges 
will not include charges for: 

 
(1) more than [60] Home Health Care visits in a calendar year for each insured 

person; or 
(2) nursing, laboratory or therapy services rendered as part of Home Infusion 

Therapy Services; or 
(3) services provided by a Member[ or Dependent’s] Immediate Family or any 

other person residing in the home; or 
(4) Custodial Care.. 

 
 
Article 2 – Payment Conditions - Home Infusion Therapy Services 

[48] 
a. Covered Charges 
 

Covered Charges will include charges by a Home Health Care Agency or a home 
infusion company for the following services:  

 
(1) intravenous chemotherapy; 
(2) intravenous antibiotic therapy; 
(3) intravenous steroidal therapy; 
(4) intravenous pain management; 
(5) intravenous hydration therapy; 
(6) intravenous antiretroviral and antifungal therapy; 
(7) intravenous inotropic therapy; 
(8) total parenteral nutrition; 
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(9) intravenous gamma globulin; 
(10) intrathecal and epidural;  
(11) blood and blood products;  
(12) injectables antiemetics; and 
(13) injectables diuretics. 
 
The Home Infusion Therapy Services must be: 

 
(1) rendered in accordance with a prescribed treatment plan.  The treatment plan 

must be: 
 

- set up prior to the initiation of the Home Infusion Therapy Service; and 
- prescribed by the attending Physician; and 

 
(2) preapproved by The Principal prior to the initiation of the Home Infusion 

Therapy Services, or in the event that services are required on a weekend, The 
Principal is notified the next following business day.  If Home Infusion 
Therapy Services are not preapproved by The Principal, no benefits will be 
payable. 

 
In addition, the attending Physician must certify Home Infusion Therapy services 
are necessary to prevent, delay or shorten Hospital Inpatient confinement or Skilled 
Nursing Facility confinement. 
 
[See the Utilization Management Program in PART IV, Section B1 (1A) of this 
Group Policy.] 
 
Covered Charges will be limited to: drugs; intravenous solutions; Durable Medical 
Equipment; pharmacy compounding and dispensing services; fees associated with 
drawing blood for the purpose of monitoring response to therapy; ancillary medical 
supplies; nursing services for intravenous restarts and dressing changes; and nursing 
services required due to a Medical Emergency. 

 
b. Benefits Payable 
 

Benefits will be payable the same as for any other covered Treatment or Service.  
Benefits payable will be based on the allowable charge of The Principal which is 
the amount established by The Principal at the time services are preapproved.  The 
maximum allowable charge for drugs and medicines for Home Infusion Therapy 
Services will be established by The Principal at the time services are preapproved 
and will not exceed the Average Wholesale Price. 

 
[Benefits paid will be applied to the Comprehensive Medical Overall Lifetime 
Maximum Payment Limit and this maximum will be reduced by the benefits paid.] 
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c. Limitations 
 

The general Comprehensive Medical limitations listed in PART IV, Section A (18) 
will apply to Home Infusion Therapy Services.  In addition, Home Infusion 
Therapy Covered Charges will not include charges for: 

 
(1) services or supplies which are provided under any other section of this Group 

Policy for services, drugs, equipment, or supplies used in Home Infusion 
Therapy Services, except as specifically provided for in this section; or 

(2) services or supplies for any Home Infusion Therapy Services not specifically 
provided for in this section; or 

(3) services or supplies for any nursing visits, care or services associated with 
Home Infusion Therapy Services other than those identified in this section; or 

(4) services or supplies for other services required to administer therapy in the 
home setting, but which do not involve direct patient contact, including, but 
not limited to, delivery charges and record keeping; or 

(5) services provided by a Member's [or a Dependent's] Immediate Family or any 
other person residing in the home. 
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PART IV – BENEFITS 
 

Section A (12) – Durable Medical Equipment 
 
Article 1 –Payment Condition - Durable Medical Equipment 

 
a. Covered Charges 
 

Covered Charges will include charges for rental or purchase of Durable Medical 
Equipment.  Durable Medical Equipment means equipment that: 

 
(1) can withstand repeated use; and 
(2) is primarily and customarily used to serve a medical purpose; and 
(3) is generally not useful to a person who is not sick or injured, or used by other 

family members; and 
(4) is appropriate for home use; and 
(5) improves bodily function caused by sickness or injury, or further prevents 

deterioration of the medical condition. 
 

Covered Charges will include repair, adjustment or replacement of purchased 
Durable Medical Equipment, unless damage results from the Member's [or 
Dependent's] negligence or abuse of such equipment. 

 
b. Benefits Payable 

[164] 
Benefits will be payable the same as for any other covered Treatment or Service up 
to a maximum benefit of [$2,500] each calendar year.  However, the Covered 
Charges for rental of Durable Medical Equipment will be limited to the purchase 
price of the said piece of equipment.   If no purchase price is available, the purchase 
price will be limited to [1.5] times the manufacturer’s invoice price. The 
determination as to whether to purchase or rent the equipment is at the sole 
discretion of The Principal. 

 
Claims submitted for Durable Medical Equipment must be accompanied by the 
Physician's Written prescription of necessity.  However, this prescription does not 
by itself entitle the Member [or Dependent] to benefits. 
 
[Benefits paid will be applied to the Comprehensive Medical Overall Lifetime 
Maximum Payment Limit and this maximum will be reduced by the benefits paid.] 
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c. Limitations 
 

The general Comprehensive Medical limitations listed in PART IV, Section A (18) 
will apply to Durable Medical Equipment charges.  In addition, Durable Medical 
Equipment Covered Charges will not include Durable Medical Equipment charges 
which: 

 
(1) are in excess of the purchase price of the equipment; or 
(2) are for Durable Medical Equipment used in Home Infusion Therapy Services, 

except as provided under [PART IV, Section A (11)] above; or 
(3) are provided during rental for repair, adjustment, or replacement of 

components and accessories necessary for the functioning and maintenance of 
covered equipment, as this is the responsibility of the Durable Medical 
Equipment supplier; or 

(4) are motorized carts or scooters,  except for wheelchairs; or 
(5) are non-hospital type beds; or 
(6) are lift chairs.  
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PART IV – BENEFITS 
 

Section A (13) - Prosthetics 
 
Article 1 – Payment Condition - Prosthetics 
 
a. Covered Charges 
 

Covered Charges will include charges for prosthetic devices (including external 
electronic voice boxes and similar hand held communication devices after 
laryngectomy) and supplies which replace all or part of: 

 
(1) an absent body part (including contiguous tissue) resulting from sickness, 

injury, or congenital anomalies); or 
(2) the function of a permanently inoperative or malfunctioning body part;  

 
Covered Charges will include the purchase, fitting, and necessary adjustment or 
replacement of the prosthetic device.  In addition, Covered Charges will include 
cleaning and repairs, unless damage results from a Member’s [or Dependent’s] 
negligence or abuse of the prosthetic device.   

 
b. Benefits Payable 

 
Benefits will be payable the same as for any other covered Treatment or Service. 
[Benefits paid will be applied to the Comprehensive Medical Overall Lifetime 
Maximum Payment Limit and this maximum will be reduced by the benefits paid.] 

 
Also see PART IV – Benefits, Section A – Orthotic and Prosthetic Devices and 
Services. 

 
c. Limitations 
 

The general Comprehensive Medical limitations listed in PART IV, Section A (18) 
will apply to prosthetic charges.  In addition, Prosthetics Covered Charges will not 
include prosthetic charges which are: 

 
(1) in excess of the limits and maximums described in this Article; or 
(2) for prosthetic charges that are not prescribed by the attending Physician; or 
(3) for dental implants. 
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PART IV – BENEFITS 
 

Section A (14) – Hospice Care  
 
Article 1 – Payment Condition - Hospice Care 
 
a. Covered Charges 
 

Covered Charges will include charges for Hospice Care Services provided by a 
Hospice, Hospice Care Team, Hospital, Home Health Care Agency or Skilled 
Nursing Facility for: 

 
(1) any terminally ill Member [or Dependent] who chooses to participate in a 

Hospice Care Program rather than receive  medical treatment to promote cure, 
and who, in the opinion of the attending Physician, is not expected to live 
longer than 6 months; and 

(2) the family of such Member [or Dependent]; 
 

but only to the extent that such Hospice Care Services are provided under the terms 
of a Hospice Care Program.  
 
Hospice Care Services consist of: 

 
(1) inpatient and outpatient hospice care, home care, nursing care, homemaking 

services, dietary services, social counseling, and other supportive services and 
supplies provided to meet the physical, psychological, spiritual, and social 
needs of the dying individual; and 

(2) medical equipment, drugs and medicines (requiring a Physician's prescription) 
prescribed for the dying individual by any Physician who is a part of the 
Hospice Care Team; and 

(3) instructions for care of the patient, social counseling, and other supportive 
services for the family of the dying individual. 

 
b. Benefits Payable 

 
Benefits will be payable the same as for any other covered Treatment or Service.   

 
c. Limitations 
 

The general Comprehensive Medical limitations listed in PART IV, Section A (18) 
will apply to Hospice Care.  In addition, Hospice Care Covered Charges will not 
include Hospice Care charges that: 

 
(1) are for Hospice Care Services not approved by the attending Physician and 

The Principal; or 
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(2) are for transportation services; or 
(3) are for Hospice Care Services provided at a time other than while participating 

in a Hospice Care Program. 
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PART IV – BENEFITS 
 

Section A (15) – Skilled Nursing Facility Confinement 
 
Article 1 – Payment Condition - Skilled Nursing Facility 

 
a. Covered Charges 
 

If a Member [or Dependent] is confined in a Skilled Nursing Facility, Covered 
Charges will include any charges incurred for room, board, and other services 
required for treatment, provided: 

 
(1) the Member [or Dependent] requires daily skilled nursing or skilled 

rehabilitation care on an inpatient basis as determined by The Principal; and 
(2) the Skilled Nursing Facility confinement immediately follows a Hospital 

Inpatient Confinement for which benefits were payable under this Group 
Policy; and 

(3) the Skilled Nursing Facility confinement results from the sickness or injury 
that was the cause of the Hospital Inpatient Confinement; and 

(4) the Skilled Nursing Facility confinement begins not later than 14 days after 
the end of Hospital Inpatient Confinement or begins not later than 14 days 
after the end of a prior Skilled Nursing Facility confinement for which 
benefits were payable under this Group Policy; and 

(5) inpatient Skilled Nursing Facility confinement is certified by a Physician as 
necessary to treat a sickness or injury. 

 
The requirements for prior Hospital Inpatient Confinement will be waived if pre-
approved by The Principal.  If not pre-approved, and the Skilled Nursing Facility 
care does not follow Hospital Inpatient Confinement as described, no benefits will 
be payable. 
 

 [See the Utilization Management Program in PART IV, Section B1 (1) of this 
Group Policy.] 
 

b. Benefits Payable 
[167] 

Benefits will be payable the same as for any other covered Treatment or Service, 
not to exceed a maximum benefit of: 

 
(1) [$800] for any one day of Skilled Nursing Facility confinement; and 
(2) [60 days] for all Skilled Nursing Facility confinement that result from the 

same or related sickness or injury. 
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The following services will not be subject to the Skilled Nursing Facility 
confinement maximums as stated above: drugs and medicines (requiring a 
Physician's prescription) that are not billed by the Skilled Nursing Facility, visits by 
a Doctor of Medicine (M.D.) or Doctor of Osteopathy (D.O.), durable medical 
equipment, and x-ray or laboratory services. 

 
[Benefits paid will be applied to the Comprehensive Medical Overall Lifetime 
Maximum Payment Limit and this maximum will be reduced by the benefits paid.] 

 
c. Limitations 
 

The general Comprehensive Medical limitations listed in PART IV, Section A (18) 
will apply to Skilled Nursing Facility confinements.  In addition, Skilled Nursing 
Facility Covered Charges will not include Skilled Nursing Facility confinement 
charges billed by the Skilled Nursing Facility that: 

 
(1) are in excess of the limits and maximums described in this Article; or 
(2) are incurred on or after the date the attending Physician stops treatment or 

ceases to prescribe skilled nursing care. 
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[PART IV – BENEFITS 
 

Section A (16) – Complementary Medicine 
 
Article 1 – Payment Condition - Complementary Medicine 
 
a. Covered Charges 
 
 Covered Charges will include charges for: 

(1) acupuncture; 
(2) acupressure; 
(3) hypnotherapy for weight loss, smoking cessation and pain control; 
(4) massage therapy; and 
(5) biofeedback. 

 
b. Benefits Payable 
 

Benefits will be payable the same as for any other covered Treatment or Service, 
not to exceed a maximum benefit of [$2,000] each calendar year for each insured 
person.  Benefits will be payable for these services when they are provided a 
Physician, an Acupuncturist, Licensed Massage Therapist, or Doctor of Oriental 
Medicine for services provided within the scope of their license. 

 
[Benefits paid will be applied to the general Comprehensive Medical Overall 
Lifetime Maximum Payment Limit and this maximum will be reduced by the 
benefits paid.] 

 
c. Limitations 
 

The general Comprehensive Medical limitations listed in PART IV, Section A (18) 
will apply to Complementary Medicine charges.  In addition, Complementary 
Medicine Covered Charges will not include charges which are: 

 
(1) in excess of the limits and maximums described in this Article; or 
(2) for ancillary supplies, including, but not limited to tapes, videos, and 

supplements.]]  
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PART IV – BENEFITS 
 

[Section A (17) – Extended Benefits] 
 
 
Article 1 - Extended Benefits 
 
[If Medical Expense Insurance under the Group Policy ceases and the Member [or Dependent] 
qualifies, The Principal will pay Comprehensive Medical benefits for Treatment or Service 
received after termination of insurance to the extent that these benefits would have been paid had 
insurance remained in force. 
 
The Member [or Dependent] will qualify if Hospital Inpatient Confined from the date insurance 
ceases to the date of Treatment or Service. 
 
However, extended benefits will be payable only for Treatment or Service received for the 
condition which caused the Hospital Inpatient Confinement and which was diagnosed by a 
Physician before the date insurance terminated. 
 
[Extended Benefits are payable if insurance ceases due to termination of the Group Policy, 
[either in its entirety or for the Participating Unit].  Extended Benefits will be payable until the 
end of the Hospital Inpatient confinement, provided: 
 
a. the Member [or Dependent] has been Inpatient Hospital Confined from the date insurance 

ceased until the date of Treatment or Service; and 
 
b. the Member [or Dependent] would have qualified for benefit payment under this section if 

insurance had remained in force; and 
 
c. the sickness or injury for which the Member [or Dependent] receives Treatment or Service 

is the reason for the Hospital Inpatient Confinement.   
 
These extended benefits are payable wheter or not the Group Policy is replaced.  However, if the 
Group Policy is replaced, the extended benefits will cease on the earlier of: 
 
a. the date the Hospital Inpatient Confinement ceases; or 
 
b. the date the succeeding carrier provides replacement coverage to the Member [or 

Dependent] without limitation as to the disabling condition.] 
 
[The extended benefits will not apply to insurance which terminates because the Member [or 
Dependent] transfers to an HMO.] 
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PART IV – BENEFITS 
 

Section A (18) - Limitations 
 
Article 1 - Limitations 
 
[Covered Charges] [Medically Necessary Care] will not include and no benefits will be paid for: 
 
a. Treatment or Service that is not a Covered Charge; or 
 
b. Treatment or Service that is an Experimental or Investigational Measure; or 
 
c. any part of a charge for Treatment or Service that exceeds Prevailing Charges; or 

[169] 
[d. Treatment or Service due to any form of temporomandibular joint disorder (malfunction, 

degeneration, or disease related to the joint that connects the jaw to the skull), including but 
not limited to braces, splints, appliances, or surgery of any type; or] 

 
e. the services of any person who is in the Member's [or Dependent's] Immediate Family; or 
 
f. Dental Services or materials, including dental implants, exceptas described under Covered 

Charges and under Anesthesia and Hospitalization for Dental Procedures in Part IV, 
Section A; or 

[170] 
g. eye refractions; vision materials including but not limited to frames or lenses;[ protective 

coatings and UV protection;] or 
 
h. hearing aids[, except as provided under Hearing Aid or Instrument in Part IV, Section A][, 

except as provided under Speech or Hearing Loss or Impairment]; or 
[171] 

[i. acupressure treatment; acupuncture treatment [, except as described [under Covered 
Charges] [and] [under Complementary Medicine]]; or] 

 
j. drugs or medicines that do not require a Physician's prescription or have not been approved 

by the Food and Drug Administration for marketing; or 
 
k. vitamins, minerals (except prescription potassium supplements) whether or not they require 

a Physician’s prescription; or 
 
l. nutritional supplements (even if the only source of nutrition), or special diets (whether or 

not they require a Physician's prescription) except as provided for under Inherited 
Metabolic Disease under PART IV, Section A; or 

 
m. wigs or hair prostheses; or 
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n. Treatment or Service for Cosmetic Treatment and Services or complications arising 
therefrom, unless the Cosmetic Treatment or Service results from a sickness or an 
accidental injury; and unless the Cosmetic Treatment or Service is completed within [18 
months] after the date of that sickness or injury; or 

 
o. personal hygiene, comfort, or convenience items, whether or not recommended by a 

Physician, including, but not limited to, air conditioners, humidifiers, diapers, underpads, 
bed tables, tub bench, hoyer lift, gait belts, bedpans, physical fitness equipment, stair 
glides, elevators or lift, adaptive equipment for the purpose of aiding in the performance of 
Activities of Daily Living including, but not limited to dressing, bathing, preparation or 
feeding of meals; or 

 
p. "barrier free" home modifications, whether or not recommended by a Physician, including, 

but not limited to, ramps, grab bars,  railings or standing frames; or 
 
q. non-implantable communication-assist devices, including, but not limited to, 

communication boards, and computers; or  
 
r. Treatment or Service for work-hardening programs or vocational rehabilitation services; or 
 
s. Treatment or Service leading to, in connection with, or resulting from sexual 

transformation or intersex surgery; or 
 
t. cryopreservation or storage; or 
 
u. Treatment or Service for education or training (except as provided for under Diabetic 

Equipment, Supplies, and Diabetic Self-Management Training under PART IV, Section A), 
developmental delay, or learning disorders; or 

 
v. social counseling (except as provided under Hospice Care), marital counseling, or sexual 

disorder therapy; or 
 
w. Treatment or Service for which the Member [or Dependent] has no financial liability or 

that would be provided at no charge or at a different charge in the absence of insurance; or 
 
x. Treatment or Service that is paid for or furnished by the United States Government or one 

of its agencies (except as required under Medicaid provisions or Federal law); or 
 
y. Treatment or Service that results from war or act of war; or 
 
z. Treatment or Service that results from participation in criminal activities, except Treatment 

or Service received as a result of domestic abuse; or 
 
[aa. Treatment or Service for and complications related to: 

[173] 
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(1) human-to-human organ or bone marrow transplants, except as described under 
Transplant Services[ or Covered Charges]; or 

(2) animal-to-human organ or tissue transplants; or 
(3) implantation within the human body of artificial or mechanical devices designed to 

replace human organs; or] 
 

 aa. behavior modification or group therapy, except as provided for under [Mental Health or 
Behavioral Treatment Services and Alcohol or Drug Abuse Treatment Services][Mental 
Health, Behavioral, Alcohol or Drug Abuse Treatment Services]; or 

[174] 
bb. Treatment or Service for [smoking cessation or nicotine addiction [except as provided 

under Complementary Medicine]], [caffeine addiction,] gambling addiction, or stress 
management; or 

 
cc. Treatment, or Service for insertion, removal, or revision of breast implants, unless provided 

post-mastectomy; or 
 
dd. Treatment or Service for any sickness or condition for which the insertion of breast 

implants, or the fact of having breast implants within the body, was a contributing factor, 
unless the sickness or condition occurs post-mastectomy; or 

 
ee. Treatment or Service for Kerato-Refractive Eye Surgery for myopia (nearsightedness), 

hyperopia (farsightedness), or astigmatism, or 
 
ff. charges for [telephone calls or telephone consultations or] missed appointments; or 

[175] 
[gg. Treatment or Service covered by medical expense insurance issued under the Individual 

Purchase Rights described in PART III of this Group Policy; or] 
[175A] 

[hh. Treatment or Service that results from a sickness that is covered by a Workers' 
Compensation Act or other similar law; or] 

[175B] 
[ii. Treatment or Service that results from an injury arising from or in the course of any 

employment for wage or profit; or] 
[175C] 

[jj. Treatment or Service that results from: 
(1) an injury arising out of or in the course of any employment for wage or profit if the 

Member [or Dependent] is eligible to be covered under a Workers' Compensation Act 
or other similar law; except this limitation will not apply to:  partners, proprietors, or 
corporate officers [of the Policyholder][of the Participating Unit] who are not covered 
by a Workers' Compensation Act or other similar law; or 

(2) a sickness covered by a Workers' Compensation Act or other similar law; or] 
 
[kk. Treatment or Service performed for the purpose of sterilization; or] 
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ll. any nursing services (except as described under Covered Charges and as required by state 
law); or 

 
[176] [mm. Treatment or Service related to the restoration of fertility or the promotion of conception 

(including reversal of voluntary sterilization), except as provided for under Invitro 
Fertilization Procedures under PART IV, Section A; or] 

 
[nn. Treatment or Service performed for the purpose of reversal of voluntary sterilization; or] 

[177] 
[oo. Treatment or Service for foot care with respect to:  corns, calluses,  trimming of toenails,  

chronic foot strain,  treatment of tarsalgia (fallen arches), metatarsalgia (ball-of-the-foot), 
or bunion (except surgically), treatment of flat feet, treatment of subluxation (recurrent 
snap or displacement of the tendons) of the foot, shoes, shoe orthotics, shoe inserts and 
arch supports, casting for orthotics, or any appliance (including orthotics) except as 
provided under Orthotic and Prosthetic Devices and Services under PART IV, Section A; 
or] 

 
pp. dietetic counseling, unless provided while the Member [or Dependent] is Hospital Inpatient 

Confined, or as provided under Home Health Care, or Hospice Care or Diabetic Equipment 
Supplies, and Diabetic Self-Management Training under PART IV, Section A; or 

 
rr. Treatment or Service by any type of health care practitioner not otherwise provided for in 

this Group Policy, unless recognition is state mandated; or 
 
[ss. drugs or medicines, whether or not they require a Physician's prescription; or] 
 
[tt. Treatment or Service that is subject to the Preexisting Conditions Exclusion described in 

this PART IV; or] 
[178] 

[uu. Treatment or Service that results from the abortion of a pregnancy, except that benefits will 
be payable for the abortion only if: 
 
(1) continuation of the pregnancy would endanger the life of the mother.  However, if 

medical treatment is required because of complications resulting from an abortion, 
benefits will be payable for such medical treatment; or 

(2) medical treatment is required because of complications resulting from an abortion; or] 
[178] 

[vv. Treatment or Service that results from pregnancy, except that benefits will be payable for 
Complications of Pregnancy.  Complications of Pregnancy is any condition that greatly 
affects the usual medical treatment of a normal pregnancy; this includes nonelective 
abortion and cesarean section.  [Benefits will be payable for elective abortion only if: 

 
(1) continuation of the pregnancy would endanger the life of the mother.  However, if 

medical treatment is required because of complications resulting from an abortion, 
benefits will be payable for such medical treatment; or 
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(2) medical treatment is required because of complications resulting from an abortion; or] 

 
[ww. [for Dependent Daughters,] Treatment or Service that results from pregnancy or any 

complication that results from a pregnancy; or] 
[180] 

[xx. Treatment or Service provided outside the United States, unless such Treatment or 
Service is for a Medical Emergency; or] 

[181] 
[yy. Treatment or Service provided for weight loss or reduction of obesity, [except as covered 

under Part IV, Section A (7) Wellness Services], even if the Member [or Dependent] has 
other health conditions which might be helped by weight loss or reduction of obesity; or 

 
zz. Treatment or Services for Custodial Care; or 
 
aaa. Treatment or Service for maintenance therapy or supportive care or when maximum 

therapeutic benefit (no further objective improvement) has been attained; or 
 
bbb. Treatment or Service for vision therapy or orthoptic therapy; or 
 
ccc. Treatment or Service that is paid for by a Medicare Supplement Insurance Plan; or 

[182] 
[ddd. charges for e-mail communication or e-mail consultation; or] 
 
[eee. charges that are billed incorrectly or separately for Treatment or Services that are an 

integral part of another billed Treatment or Service as determined by The Principal; or] 
[183] 

[fff. Charges for venipuncture when billed with other laboratory services; or] 
[184] 

[ggg. Charges for lab specimen handling fees when billed with other laboratory services; or] 
 
hhh. charges for Physician overhead, including but not limited to surgical suites or rooms, or 

equipment used to perform the particular Treatment or Service (i.e. laser equipment); or  
 
iii. Treatment or Services for non-synostotic plagiocephaly (positional head deformity); or 
 
[jjj. Additional charges incurred because care was provided after hours, on a Sunday, holidays 

or week-end; or] 
 
kkk. charges for heating pads, heating and cooling units, ice bags or cold therapy units; or 

[185] 
[lll. Treatment or Service for unattended home sleep studies; or] 

[186] 
[mmm Treatment or Service for nail fungus; or] 
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[nnn. Charges for DESI (drugs determined by the Food and Drug Administration as lacking in 
substantial evidence of effectiveness); or] 

 
ooo. Charges for devices used specifically as safety items or to affect performance in sports-

related activities; or 
 
ppp. Treatment or Service for gynecomastia (abnormal breast enlargement in males); or 
 
qqq. Charges for physicals, health examinations, immunizations or screening procedures 

which are performed solely for school, sports, employment, immigration physicals, 
insurance licensing or travel; or 

 
rrr. Treatment or Service for hyperhidrosis (excessive sweating); or 
 
sss. Treatment or Service for complications of a non-covered Treatment or Service; or 

[187] 
[ttt. Treatment or Service incurred after termination of coverage under this Group Policy[, 

except as provided under Extended Benefits]; or 
 
uuu. Charges for travel and lodging except as indicated under PART IV, Section A (5); or 

[188] 
[vvv. Molecular genetic testing (specific gene identification) for the purposes of health 

screening or if not part of a treatment regimen for a specific sickness]; or 
 
www. Charges for transportation services except as described for ambulance services under 

PART IV, Section A (3), All Other Covered Services; or 
 

[189] [xxx. Treatment or Service for erectile dysfunction; or] 
 
yyy. Treatment or Services for standby services; or 
 
[zzz. Charges for more than one anesthesia provider during the same anesthesia period.  

Anesthesia provider includes a certified nurse anesthetist or a Physician]; or 
[190] 

[aaaa. Alcohol or drug abuse medicines or medication management services for maintenance 
therapy or when maximum therapeutic benefit has been attained as determined by The 
Principal]; or 

[191] 
[bbbb. Treatment or Services for never events, except for any Treatment or Service by an 

unrelated provider that is needed as a consequence of a never event. Never events are 
errors in medical care that are clearly identifiable, preventable, and serious in their 
consequences for patients]; or 

[194] 
[cccc. Treatment or Service for maxillary and mandibular osteotomies; or] 

[195] 
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[dddd. Treatment or Service with growth hormones [for adult growth hormone deficiencies 
[and]] [for idiopathic short stature]; or] 

 
[196] [eeee. Treatment or Service for reduction mammoplasty[ (except when following a 

mastectomy)]; or] 
 

[197] [ffff. Treatment or Service for the administration of Self Administered Specialty Prescription 
Drug charges].] 
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PART IV - BENEFITS 
 

Section B (1) - Comprehensive Medical Expense Insurance, Payment Conditions 
 

 
Article 1 – Payment Conditions 
 
If a Member [or Dependent] has a medical condition resulting from a sickness or injury, The 
Principal will pay the charges for any Treatment or Service that is listed in PART IV, Section B 
(3) under Covered Charges, but the benefits payable for all listed Treatment or Service received 
during a calendar year will not be more than the applicable amount shown below. 
 
[Total benefits payable for each Member [or Dependent] during his or her lifetime will not be 
more than the Comprehensive Medical Overall Lifetime Maximum Payment Limit.] 

 
[a. Benefits Payable 

[218] 
Comprehensive Medical benefits payable for medical care received each calendar year will 
be: 

 
(1) [80%] of each person's Covered Charges in excess of the applicable Deductible or 

Copay amount described in this section [until Out-of-Pocket Expenses are: 
 
- [$3,000] for a Member [or Dependent]; or 
- [$6,000] for all persons in the same family (a Member and his or her 

Dependents); and 
 

(2) 100% of Covered Charges in excess of: 
 

- [$3,000] of Out-of-Pocket Expenses for a Member [or Dependent]; or 
- [$6,000] of Out-of-Pocket Expenses for all persons in the same family (a 

Member and his or her Dependents); 
 

for Treatment or Service received during that calendar year].] 
 

[b. Benefits Payable  
 
Comprehensive Medical benefits payable for medical care received each calendar year will 
be: 

 
(1) 80% of each person’s Covered Charges in excess of the applicable Deductible 

Amount described in this section[ until Out-of-Pocket Expenses are: 
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- [$2,500] for a Member, if the Member has enrolled for Member only coverage; 
or 

- [$5,000] for all persons in the same family (a Member and his or her 
Dependents), if the Member has enrolled for Member and Dependent coverage; 
and 

 
(2) 100% of Covered Charges in excess of: 

 
- [$2,500] of Out-of-Pocket Expenses for a Member, if the Member has enrolled 

for Member Only coverage; or 
- [$5,000] of Out-of-Pocket Expenses for all persons in the same family (a 

Member and his or her Dependents), if the Member has enrolled for Member 
and Dependent coverage; 

 
  for Treatment or Service received during that calendar year].] 
 
b. Exceptions 
 

The following exceptions apply: 
 

[(1) Benefits payable for [Hospital Inpatient Confinement Charges][,] [and] 
[Observation Services [in excess of [23] consecutive hours]], [and] [all charges 
incurred for services listed under Pretreatment Review in this PART IV, Section B1 
(1)], will be subject to the Utilization Management Provisions described in PART 
IV,  Section B1 (1) of this Group Policy.] 

[(2) For [Provider Administered] Specialty Prescription Drugs, see PART IV, Section B 
(3).] 

  [(3) For payment conditions applicable to [Mental Health or Behavioral Treatment 
Services and Alcohol or Drug Abuse Treatment Services] [Mental Health, 
Behavioral Alcohol or Drug Abuse Treatment Services], see Part IV, Section B 4).]. 

[(4) For payment conditions applicable to Transplant Services, see PART IV, Section B 
(5).] 

[(5) For payment conditions applicable to Wellness Services see PART IV, Section B 
(7).] 

[(6) For payment conditions applicable to Rehabilitative Services see PART IV, Section 
B (8).] 

[(7) For payment conditions applicable to Outpatient Laboratory Services, see PART 
IV, Section B (9).] 

[(8) For payment conditions applicable to Advanced Imaging Services, see PART IV, 
Section B (9A).] 

[(9) For payment conditions applicable to Emergency Room Services, see PART IV, 
Section B (10).] 
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PART IV - BENEFITS 
 

Section B (2) – [Copay] [and] [Deductible Amounts] [and] [Out of Pocket] 
[219] 

 
[Article 1 - [Copay Amounts] 

 
a. Individual Copay 
 

The Copay amount for a Member [or Dependent] will be: 
 

[(1) The first-day room and board charges (but not more than the Hospital Room 
Maximum for each day of confinement in a private room) for each period of Hospital 
Inpatient Confinement. [If both the newborn child and mother are insured under this 
Group Policy, the Copay does not apply for a newborn child (for the initial Hospital 
Inpatient Confinement) whose length of stay in the Hospital is the same as the 
mother’s length of stay.] [This per-admission Copay is in addition to the calendar 
year Deductible shown below]; and] 

[(2) A [$200] Copay for each period of Hospital Inpatient Confinement].  [If both the 
newborn child and mother are insured under this Group Policy, the Copay does not 
apply for a newborn child (for the initial Hospital Inpatient Confinement) whose 
length of stay in the Hospital is the same as the mother’s length of stay.] [This per-
admission Copay is in addition to the calendar year Deductible shown below]; and] 

[(3) A [$100] Copay for each Hospital emergency room visit (unless admitted to the 
Hospital immediately following the emergency room treatment).  [This per-visit 
Copay is in addition to the calendar year Deductible shown below]; and] 

[(4) [None] for outpatient Laboratory Services obtained from a Laboratory Network; and] 
[(5) A [$25] Copay for each visit for Physician Visit Charges [(other than for [Provider 

Administered] Specialty Prescription Drugs as provided below)] [and] [(other than 
charges for [Adult Wellness] [Well Child Visits] [Pediatric Vaccines] 
[Mammograms] [and] [Colonoscopies] as provided below)].  The Copay Provision 
does not apply to charges incurred for Advanced Imaging Services.  These charges are 
subject to the calendar year Deductible shown below. 

 
For payment of x-ray and laboratory charges incurred on an outpatient basis: 

 
- If x-ray and laboratory tests are performed in the Physician's office, the per-visit 

Copay will apply and only one per-visit Copay is required. 
- If the Physician sends a person to a freestanding x-ray or laboratory facility (not 

associated with any Hospital), a separate per-visit Copay will apply to both the 
Physician office visit and the facility visit. 

- If x-ray or laboratory tests are performed at a Hospital on an outpatient basis, 
the benefits payable will be subject to the calendar year Deductible shown 
below; and] 
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[(6) A [$10] Copay for each visit for Physician Visit Charges [(other than for [Provider 

Administered] Specialty Prescription Drugs as provided below)] [and] [(other than 
charges for [Adult Wellness] [Well Child Visits] [Pediatric Vaccines] 
[Mammograms] [and] [Colonoscopies] as provided below)]. When a Physician 
refers services to another facility for x-rays or laboratory work, benefits payable for 
each referral will be subject to a separate per-visit Copay.] [The Copay provision does 
not apply to charges incurred for Advanced Imaging Services.  These charges are 
subject to the calendar year Deductible shown below.] 

 
[(7) [$25] per-visit Copay for [Adult Wellness] [Well Child Visits] [Pediatric Vaccines] 

provided in a Physician office or clinic; and] 
 
[(8) [$25] per-visit Copay for Mammograms provided in a Physician office or clinic or 

outpatient facility; and] 
 
[(9) [$150] per-visit Copay for [Screening] Colonoscopies provided in a Physician office 

or clinic or outpatient facility; and] 
 
[(10) [$100] Copay for each [Provider Administered] Specialty Prescription Drugs filled 

in a [Physician office or clinic] [outpatient facility] [Home Health Care Agency]; 
and]  

 
[(10) [$100] Copay for each [Provider Administered] Specialty Prescription Drugs filled 

at a Specialty Pharmacy; and] 
 
[(11) [$100] Copay for each [Provider Administered] Specialty Prescription Drugs filled 

at a Member Pharmacy; and] 
 
[(12)  [$200] Copay for each [Provider Administered] Specialty Prescription Drugs filled 

at a Non-Member Pharmacy.] 
 
[The [Copay amounts] [will] continue to apply after [the calendar year Deductible] and the 
[Out-of-Pocket Expense limits] have been satisfied.]] 
 

[Article 1A – Physician Office or Clinic Visit Charges 
 

Covered Charges will include charges incurred for Physician Office and Clinic Visits.  Benefits 
payable for each Physician Office or Clinic Visit (other than charges incurred for outpatient, 
clinic or office-based surgery) will be 100% of Covered Charges [in excess of the applicable 
[Copay] [or] [Deductible Amount] [up to a $500 maximum benefit per visit].] [Additional 
benefits, if any, beyond the [$500] visit limit will be subject to the calendar year Deductible and 
coinsurance percentage.]   [Charges for outpatient, clinic or office-based surgery will be payable 
subject to the [calendar year Deductible] [and] [coinsurance percentage].] 



 

 
 PART IV - BENEFITS 
 
GC 5013 A (R) Section B (2) - Comprehensive Medical Expense Insurance,  

[Copay] [and] [Deductible Amount] [and] [Out of Pocket] 
Page 3  

 
[Article 1A – [Adult Wellness], [Well Child Visits], [Pediatric Vaccines], [Colonoscopies], [and] 
[Mammograms] 

 
Covered Charges will include charges incurred for [Adult Wellness] [Well Child Visits] 
[Pediatric Vaccines] [Colonoscopies] and [Mammograms]. Benefits will be payable at [100%] 
of Covered Charges [in excess of the applicable [Copay] [or] [Deductible Amount] [up to a 
$[500] maximum benefit per visit].] [Additional benefits, if any, beyond the [$500] visit limit 
will be subject to the calendar year Deductible and coinsurance percentage.]] 
 
[Article 1B – [Provider Administered] Specialty Prescription Drugs 
 
Covered Charges for [Provider Administered] Specialty Prescription Drugs filled in a 
[Physician office or clinic or outpatient facility] [Specialty Pharmacy] [Member Pharmacy] 
[Non-Member Pharmacy] [Home Health Care Agency], will be payable at [100%] of each 
person’s Covered Charges[ in excess of the applicable Copay Amount] [or] [Deductible 
Amount].] 
 
[Article 2 – Deductible Amount 

 
a. Individual Deductible 
 
 The Deductible amount for a Member [or Dependent] will be:  

 
 [$500] each calendar year for all other Covered Charges[ (including charges incurred for 

Advanced Imaging Services)].] [If both the newborn child and mother are insured under 
this Group Policy, the Copay does not apply for a newborn child (for the initial Hospital 
Inpatient Confinement) whose length of stay in the Hospital is the same as the mother’s 
length of stay.] 

 
[b. Family Maximum Deductible 
 

The maximum combined Deductible Amount for all persons in the same family (a Member 
and his or her Dependents) each calendar year will be [$1500] for the combined Member 
and Dependent total of all Covered Charges, but not counting more than [$500] of such 
Covered Charges for each person in the family. [If both the newborn child and mother are 
insured under this Group Policy, the Copay does not apply for a newborn child (for the 
initial Hospital Inpatient Confinement) whose length of stay in the Hospital is the same as 
the mother’s length of stay.] 

 
When the family maximum Deductible is satisfied, benefits will be payable as if the 
individual Deductible for each person in the family had been satisfied for the calendar year. 

 
Copay amounts cannot be used to satisfy the family Deductible Amount.] 



 

 
 PART IV - BENEFITS 
 
GC 5013 A (R) Section B (2) - Comprehensive Medical Expense Insurance,  

[Copay] [and] [Deductible Amount] [and] [Out of Pocket] 
Page 4  

 
 
[Article 2A – Deductible Amounts  
 
a. Individual Deductible Amount – For persons enrolled for Member only coverage 

 
The individual Deductible Amount will be:  [$1,500] each calendar year. [If both the 
newborn child and mother are insured under this Group Policy, the Copay does not apply 
for a newborn child (for the initial Hospital Inpatient Confinement) whose length of stay in 
the Hospital is the same as the mother’s length of stay.] 

 
b. Family Deductible Amount – For persons enrolled for Member and Dependent 

(family) coverage 
 

The family Deductible Amount will be the Deductible Amount for all persons in the same 
family (a Member and his or her Dependents) each calendar year will be [$3,000].  [If both 
the newborn child and mother are insured under this Group Policy, the Copay does not 
apply for a newborn child (for the initial Hospital Inpatient Confinement) whose length of 
stay in the Hospital is the same as the mother’s length of stay.]  The family Deductible 
Amount may be satisfied either by one family member or by two or more family members.  
However, during any calendar year, no benefits will be payable under this Group Policy 
until the entire family Deductible of [$3,000] has been satisfied.] 

 
[Article 3 - Out-of-Pocket Expenses 
 
"Out-of-Pocket Expenses" mean Covered Charges for Treatment or Service for which no 
benefits are payable because of [Deductible,] [Copayment] and coinsurance features.  Out-of-
Pocket Expenses do not include charges that are in excess of Prevailing Charges or charges that 
are not Covered Charges under this Group Policy. 
 
In addition, the following charges will not count toward satisfaction of the Out-of-Pocket 
Expense limits: 
 
a. Covered Charges for which no benefits are payable because of the Utilization Management 

Requirements penalty; or 
 
[b. The Hospital Services per-admission Copay amount; or] 
 
[c. The Physician Office or Clinic Visit Charges per-visit Copay amount; or] 
 
[d. The emergency room per-visit Copay amount][; or] 
 

 [e. Covered Charges for Mental Health or Behavioral Treatment Services][; or 
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[f. The [Provider Administered] Specialty Prescription Drug Copay amount][; or 
 
[g. The [Adult Wellness], [Well Child Visits], [Pediatric Vaccines], [Colonoscopies] [and] 

[Mammograms] per-visit Copay amount].] 
 
[For the Physician Office or Clinic Visit Charges, the coinsurance amount that the Member [or 
Dependent] must pay after the Copay amount will be counted toward satisfaction of the Out-of-
Pocket Expense limits, but will not be counted toward satisfaction of the calendar year 
Deductible Amount.]] 
 
 
[Article 4 - Covered Charges Carried Forward 
 
To determine Deductible satisfaction, Treatment or Service received by a Member [or 
Dependent] during the last three months of a calendar year may be counted as if received in 
either: 
 
a. the calendar year in which actually received; or 
 
b. the next following calendar year; 
 
whichever would result in the greater benefit payment.] 
 
[Article 5 - Period of Confinement 
 
For purposes of applying the Hospital charges Copay amount for each admission, two or more 
periods of Hospital Inpatient Confinement will be considered one period of confinement unless 
caused by an unrelated sickness or injury, or unless separated by [30 consecutive] days or more.] 
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PART IV - BENEFITS 
 

Section B (3) - Covered Charges 
 

 
 
Article 1 – Covered Charges 
 
Covered Charges will be the actual cost charged to the Member [or Dependent] but only to the 
extent that the actual cost charged does not exceed Prevailing Charges for: 
 
a. Hospital room and board (but not more than the Hospital Room Maximum for each day of 

confinement in a private room); and 
 
b. Hospital services other than room and board; and 
 
c. Birthing Center services; and 
 
d. Ambulatory Surgery Center services; and 
 
e. the services of a Physician, including Physician Visits; and 
 
f. the services of a Health Care Extender; and 
 
g. the services of a licensed practical nurse (L.P.N.) or a licensed registered nurse (R.N.), 

when such services are provided as a part of Home Health Care, Home Infusion Therapy 
Services or Hospice Care, or as otherwise required by state law; and 

 
h. physical, occupational and speech therapy as described in Section B (8); and 
 
[i. drugs and medicines requiring a Physician's prescription and approved by the Food and 

Drug Administration for marketing, [excluding any charges payable under this PART IV, 
Section B1 (2) [and Section B1 (3)]; and] 

 
j. surgical dressings, casts, splints, braces, and crutches and equipment not considered to be 

Durable Medical Equipment as described in Section B (12); and 
 
k. anesthesia, blood, blood plasma, oxygen, nebulizers and related charges and 
 

[134] l. x-ray and laboratory examinations [(this includes a professional component that is billed 
by a pathologist in connection with the laboratory testing)]; and 

 
m. x-ray, radium, and radioactive isotope therapy; and 
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n. transportation for ambulance services provided by a Hospital or a licensed service to and 

from a local Hospital (or to and from the nearest Hospital equipped to furnish needed 
treatment not available in a local Hospital) or to and from a Hospital when needed to 
transition to a more cost effective level of care as determined by The Principal; [not to 
exceed a maximum benefit of [$5,000 each calendar year] for each Member [or 
Dependent]]; and 

 
o. Dental Services to repair damages to the jaw and sound natural teeth, if the damage is the 

direct result of an accident (but did not result from chewing) and if the Dental Services are 
completed within twelve months after the accident.  Covered Charges are limited to the 
least expensive of the procedure that would provide professionally acceptable results; and 

 
[p. Routine physical examinations.  Routine physical examinations do not include Advanced 

Imaging Services as described in PART IV, Section B (9A); and  
 
q. Home Health Care as described in PART IV, Section B (11); and 
 
r. Hospice Care as described in PART IV, Section B (14) ; and 
 
s. Skilled Nursing Facility care as described in PART IV, Section B (15); and 
 
t. Home Infusion Therapy Services as described in PART IV, Section B (11); and 
 
u. Durable Medical Equipment as described in PART IV, Section B (12); and 
 
v. Prosthetics as described in PART IV, Section B (13); and 
 
[w. the services of a Physician or licensed acupuncturist for acupuncture treatment, up to a 

maximum benefit of [$500 each calendar year] for each Member or Dependent; and] 
 
[x. cornea or skin transplants; and] 
 
[y. Complementary Medicine as described in PART IV, Section B (16).] 
 
[z. Telephone calls or telephone consultations; and] 
 
[aa. e-mail communications or e-mail consultation by a Physician with an established patient, 

up to a maximum benefit of  [$35 per consultation.]  E-mail consultations involving 
prescription refills, scheduling of appointments or any communication not used for the 
evaluation of a clinical condition will not be considered a Covered Charge]; and 

 
bb. Inpatient Rehabilitative Services as described in PART IV, Section B (8); and 
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[141A] [cc. Outpatient non-surgical back, neck and spine as described in PART IV, Section B (8)]; 

and] 
 

[141B] [dd. Dental Services for the Treatment or Service of Amelioblastoma (benign, non-
encapsulated, locally aggressive tumor of odontogenic epithelium), Giant Cell Granuloma 
(benign but aggressive lesion of the jaw) or Odontogenic Keratocyst (aggressive and rapid 
growing cyst that will invade tissue and bone) tumors]. 

 
 
Article 2 - Covered Charges for Multiple Surgical Procedures 
 
If a Member [or Dependent] undergoes two or more procedures during the same anesthesia 
period, Covered Charges for the services of the Physician, facility, or other covered provider for 
each procedure that is clearly identified and defined as a separate procedure will be based on: 
 
a. [100%] of Prevailing Charges for the first or primary procedure; and 
 
b. [50%] of Prevailing Charges for the second procedure; and 
 
c. [25%] of Prevailing Charges for each of the other procedures. 
 
 
Article 3 – Covered Charges for Multiple [Advanced Imaging Services] [and] [Certain 
Diagnostic Testing] 

[142C] 
If a Member [or Dependent] undergoes two or more procedures during a single patient session, 
Covered Charges for the services of a [Physician][,] facility or other covered provider for each 
procedure will be based on: 
 
a [100%] of Prevailing Charges for the first or primary procedure; and 
 
b. [75%] of Prevailing Charges for the second procedure; and 
 
c [75%] of Prevailing Charges for each of the other procedures.  
 
[This does not apply to services received while Hospital Inpatient Confined.] 
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Article 4 - Covered Charges for an Assistant during Surgical Procedures  
[143] 

Benefits will be payable for the services of an assistant to a surgeon if the skill level of a Medical 
Doctor or Doctor of Osteopathy would be required to assist the primary surgeon.  Covered 
Charges for such services will be paid up to [20%] of the Prevailing Charge of the covered 
surgical procedure if the procedure is performed by a Physician or Health Care Extender.  
[Covered Charges for a non-Doctor of Medicine, non-Doctor of Osteopathy or a non-Doctor of 
Podiatry surgical assistant will be paid up to [15%] of the Prevailing Charge.] 
 
In addition, the multiple surgical procedures percentiles, as described in [Article 2] will be 
applied.  
 
 
[Article 5 - [Provider Administered] Specialty Prescription Drugs  

[144] 
[Provider Administered] Specialty Prescription Drugs are drugs and medicines, as determined 
by The Principal, that are typically expensive, biotechnology drugs used to treat certain chronic 
conditions.  A complete list of [Provider Administered] Specialty Prescription Drugs is available 
on-line at the Principal Life Insurance Company website www.principal.com.  Drugs not on the 
list are not considered [Provider Administered] Specialty Prescription Drugs.  See Utilization 
Management Requirements below. 
 
Covered Charges will include charges incurred for [Provider Administered] Specialty 
Prescription Drugs filled by a provider, Specialty Pharmacy, Member Pharmacy or at a Non-
Member Pharmacy. 
 
“Specialty Pharmacy” means a pharmacy designated by [The Principal] to dispense [Provider 
Administered] Specialty Prescription Drugs. 
 
“Member Pharmacy” means any retail pharmacy which has contracted with [The Principal] 
[the designated pharmacy benefit manager] to dispense Prescription Drugs for which benefits 
are provided under this Group Policy. 
 
“Non-Member Pharmacy” means any retail pharmacy which has not contracted with [The 
Principal] [the designated pharmacy benefit manager] to become a Member Pharmacy.  
 
a. [Provider Administered] Specialty Prescription Drugs and Refills payable under this 

Article will be limited to not more than a [30-day] supply for each prescription and each 
refill. 

 
b. Benefits payable for the Filling of each [Provider Administered] Specialty Prescription 

Drug or Refill will be payable as described below: 



 

 
 PART IV - BENEFITS 
 
GC 5013 B (R)  Section B (3) - Comprehensive Medical Expense Insurance,  

Covered Charges 
Page 5 

 

[144A] 
 [(1) For each [Provider Administered] Specialty Prescription Drug or each refill that is 

filled at a [Specialty Pharmacy] [or] [Member Pharmacy], a [Provider 
Administered] Specialty Prescription Drug [Copay] [Copay of [25%] of Covered 
Charges for each prescription and each refill up to [$2,000]] [or] [Deductible 
Amount] will apply.]  

[144A] 
 [(2) For each [Provider Administered] Specialty Prescription Drug or each refill that is 

filled at a [Non-Member Pharmacy], a [Provider Administered] Specialty 
Prescription Drug [Copay] [Copay of [25%] of Covered Charges for each 
prescription and each refill up to [$2,000]] [or] [Deductible Amount] will apply.] 

[144A] 
 [(3) For each [Provider Administered] Specialty Prescription Drug or each refill that is 

filled at a Physician office or clinic or outpatient facility, a [Provider Administered] 
Specialty Prescription Drug [Copay] [Copay of [25%] of Covered Charges for each 
prescription and each refill up to [$2,000]] [or] [Deductible Amount] will apply.] 

[144A] 
 [(4) For each [Provider Administered] Specialty Prescription Drug or each refill that is 

filled at a Home Health Care Agency, a [Provider Administered] Specialty 
Prescription Drug [Copay] [Copay of [25%] of Covered Charges for each 
prescription and each refill up to [$2,000]] [or] [Deductible Amount] will apply.] 

 
c. Benefits payable for Administration of the [Provider Administered] Specialty Prescription 

Drugs or Refill will be payable as described below.  The applicable [Copay] [Deductible 
Amount] [calendar year Deductible] [Coinsurance percentages] described below are in 
addition to the applicable [Provider Administered] Prescription Drugs [Copays] 
[Deductible Amounts] [Coinsurance percentages] applicable above:  

[144B] 
 [(1)  For [Provider Administered] Specialty Prescription Drugs administered at a 

Physician office or clinic or outpatient facility, the applicable [Copay] [Deductible 
Amount] [and] [Coinsurance] will apply.] 

[144B] 
 [(2) For [Provider Administered] Specialty Prescription Drugs administered at a Home 

Health Care Agency, benefits will be payable the same as any other covered 
Treatment or Service as described in Home Health Care in Part IV, Section B (11).] 

 
d. Utilization Management Requirements  

[144C] 
[For [Provider Administered] Specialty Prescription Drugs, prior authorization [is] [may] 
be required.]  [If [Provider Administered] Specialty Prescription Drugs are [not pre-
authorized] [or] [determined not to be [a Covered Charge] [Medically Necessary Care]], 
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[benefits [will] [may] be subject to the Utilization Management Program described in 
PART IV, Section B1 (1) of this Group Policy.] 

 
[145] 

[Article 6 – Covered Charges for Clinical Trials 
 
Benefits will be payable for Clinical Trials provided: 
 
a. the Member [or Dependent] has a life threatening disease or illness and has exhausted all 

other forms of treatment; and 
 
b. the Member [or Dependent] is a participant in the Clinical Trial. 
 
Covered Charges will include: 
 
a. routine care costs for items or services that are typically provided absent a Clinical Trial; 

and 
 
b. services and supplies required solely for the provisions of the Experimental or 

Investigational Measures. 
 
No benefits will be paid for: 
 
a. charges for the Experimental or Investigational Measures; and  
 
b. costs associated with data collection and record keeping; and 
 
c. services that are required by the Clinical Trial protocol but are not used in the direct 

clinical management of the Member [or Dependent].] 
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PART IV – BENEFITS 
 

  Section B (4) – [Mental Health or Behavioral Treatment Services and Alcohol or Drug  
  Abuse Treatment Services][Mental Health, Behavioral, Alcohol or Drug Abuse  

Treatment Services] 
 
 

[146] [Article 1 - Payment Conditions - Mental Health or Behavioral Treatment Services and 
Alcohol or Drug Abuse Treatment Services 
 
The following benefits will be payable for Mental Health or Behavioral Treatment Services and 
Alcohol or Drug Abuse Treatment Services.  These benefits will be payable instead of any other 
benefits described in this Group Policy, except as otherwise indicated in this Article 1. In the 
event the Member [or Dependent] receives Treatment or Services for more than one condition 
during the same period of time, benefits will be paid based on the primary focus of the Treatment 
or Service, as determined by The Principal. 
 
a. Mental Health or Behavioral Treatment Services 
 

(1) Inpatient Hospital Services 
 

If a Member [or Dependent] is Hospital Inpatient Confined in a Psychiatric Hospital, 
a psychiatric unit of a general Hospital, a licensed outpatient psychiatric center, or a 
Community Mental Health Center, benefits will be payable for charges for room, 
board, and other usual services provided during such confinement, and for Physician 
Visits provided during such confinement. 

 
Benefits will be payable as described in (5) below. 

 
(2) Partial Hospitalization or Day Treatment Services 

 
If a Member [or Dependent] receives Partial Hospitalization or Day Treatment 
Services, benefits will be payable for such services as described in (5) below. 

 
"Partial Hospitalization Facility or Day Treatment Facility" means a Hospital, a 
Psychiatric Hospital, a licensed outpatient psychiatric center, a Community Mental 
Health Center, or freestanding facility that is licensed by the proper authority of the 
state in which it is located to provide Partial Hospitalization or Day Treatment 
Services. 

 
"Partial Hospitalization or Day Treatment Services" mean a structured program under 
the supervision of a Physician, which provides diagnostic and therapeutic Mental 
Health or Behavioral Treatment Services in a Partial Hospitalization Facility or Day 
Treatment Facility for not less than four and not more than 12 consecutive hours in a 
24-hour period. 
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(3) Outpatient Services 

 
If a Member [or Dependent] receives any Outpatient Services by a Physician or 
Health Care Extender, Hospital, Psychiatric Hospital, outpatient psychiatric center, or 
Community Mental Health Center, benefits will be payable as described in (5) below. 

 
"Outpatient Services" mean Mental Health or Behavioral Treatment Services, 
including Physician Visits, which are provided other than while Hospital Inpatient 
Confined or receiving Partial Hospitalization or Day Treatment Services. 

 
Covered Charges for Outpatient Services are limited to the following services: 

 
- Crisis intervention or stabilization; 
- Psychological testing; 
- Individual psychotherapy; 
- Family therapy, if the patient is present; 
- Group therapy; 
- Electroconvulsive therapy; 
- Psychiatric medication management; 
[- Biofeedback;] 
- Behavior modification treatment; 
[- Hypnotherapy;] 
- Narcosynthesis. 

 
(4) Physician Visits 

 
If a Member [or Dependent] receives any Mental Health or Behavioral Treatment 
Services by a Physician or Health Care Extender, benefits will be payable as follows: 

 
- While Hospital Inpatient Confined:  Benefits will be payable for Physician 

Visits when provided while the person is Hospital Inpatient Confined, only if 
they occur during the period for which inpatient Hospital benefits are payable.  
Benefits will be payable as described under (5) below. 

 
- While Receiving Partial Hospitalization or Day Treatment Services:  

Benefits will be payable for Physician Visits when provided while the person is 
receiving Partial Hospitalization or Day Treatment Services, only if they occur 
during the period for which Partial Hospitalization or Day Treatment Services 
benefits are payable.  Benefits will be payable as described under (5) below. 

 
- All Other Physician Visits:  Benefits for Physician Visits provided other than 

while Hospital Inpatient Confined or while receiving Partial Hospitalization or 
Day Treatment Services are Outpatient Services and will be payable as 
described under (5) below.  Covered services will be those listed under 
Outpatient Services in (3) above. 
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(5) Benefits Payable 

 
(a) Inpatient Hospital Services:  Benefits will be payable at [80%] of Covered 

Charges and will be subject to the same Deductible or Copay that applies to any 
other Inpatient Hospital Confinement, as well as the calendar year maximum 
benefit described in (6) below. 

 
(b) Partial Hospitalization or Day Treatment Services:  Benefits will be payable 

at [80%] of Covered Charges and will be subject to the calendar year 
Deductible, as well as the calendar year maximum benefit described in (6) 
below. 

 
(c) Outpatient Services:  Benefits will be payable at [80%] of Covered Charges 

and will be subject to the same Deductible or Copay that applies to any other 
outpatient services, as well as the calendar year maximum benefit described in 
(6) below. 

 
(d) Physician Visits:  Benefits will be payable at [80%] of Covered Charges and 

will be subject to [any applicable per-visit Copay][the calendar year 
Deductible], as well as the calendar year maximum benefit described in (6) 
below. 

 
The [80%] coinsurance rate described in (a), (b), (c), or (d) above applies whether or 
not the Member [or Dependent] has satisfied the [Out-of-Pocket Expense limit] 
[Coinsurance Maximums] described in PART IV, Section B (2). 

 
(6) Calendar Year Maximum 

 
The maximum benefit payable for any combination of Covered Charges described in 
(1), (2), (3), or (4) above will be limited to a maximum benefit of [$7,500] each 
calendar year for each insured person. 

 
b. Alcohol or Drug Abuse Treatment Services 
 

(1) Inpatient Hospital Services 
 

If a Member [or Dependent] is Hospital Inpatient confined in an Inpatient Alcohol or 
Drug Abuse Treatment Facility or an alcohol/drug unit of a general Hospital, benefits 
will be payable for charges for room, board, and other usual services provided during 
such confinement, and for Physician Visits provided during such confinement. 

 
Benefits will be payable as described in (5) below. 
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(2) Partial Hospitalization or Day Treatment Services 
 

If a Member [or Dependent] receives Partial Hospitalization or Day Treatment 
Services, benefits will be payable for such services as described in (5) below. 

 
"Partial Hospitalization Facility or Day Treatment Facility" means a Hospital or 
freestanding facility that is licensed by the proper authority of the state in which it is 
located to provide Partial Hospitalization or Day Treatment Services. 

 
"Partial Hospitalization or Day Treatment Services" means a structured program 
under the supervision of a Physician, which provided diagnostic and therapeutic 
Alcohol or Drug Abuse Treatment Services in a Partial Hospitalization Facility or 
Day Treatment Facility for not less than four and not more than 12 consecutive hours 
in a 24-hour period. 

 
(3) Outpatient Services 

 
If a Member [or Dependent] receives any Outpatient Services by a Physician or 
Health Care Extender, Hospital, or Outpatient Alcohol or Drug Abuse Treatment 
Facility, benefits will be payable as described in (5) below. 

 
"Outpatient Services" means Alcohol or Drug Abuse Treatment Services, including 
Physician Visits, which are provided other than while Hospital Inpatient Confined or 
receiving Partial Hospitalization or Day Treatment Services. 

 
Covered Charges for Outpatient Services are limited to the following services: 

 
(a) Individual therapy; 
(b) Family therapy, if the patient is present; 
(c) Group therapy; 
(d) Alcohol or drug abuse medication management, except as described in PART 

IV, Section B (18); 
[(e) Biofeedback;] 
(f) Behavior modification treatment; 
(g) Alcohol or drug abuse rehabilitation or counseling services. 

 
(4) Physician Visits 

 
If a Member [or Dependent] receives any Alcohol or Drug Abuse Treatment Services 
by a Physician or Health Care Extender, benefits will be payable as follows: 

 
(1) While Hospital Inpatient Confined:  Benefits will be payable for Physician 

Visits when provided while the person in Hospital Inpatient Confined, only if 
they occur during the period for which inpatient Hospital benefits are payable.  
Benefits will be payable as described under (5) below. 
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(2) While Receiving Partial Hospitalization or Day Treatment Services:  
Benefits will be payable for Physician Visits when provided while the person is 
receiving Partial Hospitalization or Day Treatment Services, only if they occur 
during the period for which Partial Hospitalization or Day Treatment Services 
benefits are payable.  Benefits will be payable as described under (5) below. 

 
(3) All Other Physician Visits:  Benefits for Physician Visits provided other than 

while Hospital Inpatient Confined or while receiving Partial Hospitalization or 
Day Treatment Services will be considered Outpatient Services and will be 
payable as described under (5) below.  Covered services will be those listed 
under Outpatient Services in (3) above. 

 
(5) Benefits Payable 

 
(a) Inpatient Hospital Services:  Benefits will be payable the same as for any 

other covered Treatment or Service and will be subject to the same Deductible 
or Copay that applies to any other Inpatient Hospital Confinement, as well as 
the Maximum Benefits described in (6) below. 

 
(b) Partial Hospitalization or Day Treatment Services:  Benefits will be payable 

the same as for any other covered Treatment or Service and will be subject to 
the calendar year Deductible, as well as the Maximum Benefits described in (6) 
below. 

 
(c) Outpatient Services:  Benefits will be payable the same as for any other 

covered Treatment or Service and will be subject to the same Deductible or 
Copay that applies to any other outpatient services, as well as the Maximum 
Benefits described in (6) below. 

 
(d) Physician Visits:  Benefits will be payable the same as for any other covered 

Treatment or Service and will be subject to [any applicable per-visit Copay][the 
calendar year Deductible], as well as the Maximum Benefits described in (6) 
below. 

 
(6) Maximum Benefits 

 
For each insured person, the maximum benefit payable for any combination of 
Covered Charges described in (1), (2), (3), and (4) above will be limited to: 

 
- [$6,000] during any period of [two ]consecutive calendar years[; and 
- [$12,000] during the insured person's lifetime]. 

 
c. Provisions Applicable to Mental Health or Behavioral Treatment Services and 

Alcohol or Drug Abuse Treatment Services 
 

For the purpose of the benefits described in this Article 1: 
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(1) No benefits will be payable for any charges incurred in excess of the limits and 
maximums described in this Section.  The general Comprehensive Medical 
limitations in Section B (18) will apply to Mental Health or Behavioral Treatment 
Services and Alcohol or Drug Abuse Treatment Services.  In addition, Mental Health 
or Behavioral Treatment Services and Alcohol or Drug Abuse Treatment Services 
will not include and no benefits will be paid for: 

 
(a) recreational therapy, art therapy, music therapy, dance therapy, or wilderness 

therapy; or 
 

(b) psychoanalysis and aversion therapy; or 
 

(c) residential mental health or behavioral Treatment or Service; or 
 

(d) after-care treatment programs for alcohol or drug abuse. 
 

[(2) Benefits payable for Mental Health or Behavioral Treatment Services and Alcohol or 
Drug Abuse Treatment Services will be applied to the Comprehensive Medical 
Overall Lifetime Maximum Payment Limit, and this maximum will be reduced by the 
benefits paid; and] 

 
(3) Covered Charges incurred for outpatient laboratory services and for outpatient drugs 

and medicines requiring a Physician’s prescription are payable the same as for any 
other covered Treatment or Service and are not subject to the limits described in this 
Article 1; and 

 
[(4) Charges for Outpatient Services or Partial Hospitalization or Day Treatment Services 

that are in excess of those approved by The Principal for Outpatient Services or for 
Partial Hospitalization or Day Treatment Services will not be considered Covered 
Charges.] 

 
 [(5) Benefits payable for Outpatient Services and Partial Hospitalization or Day Treatment 

Services will be subject to the Utilization Management Program described in PART 
IV, Section B1 (1A) of this Group Policy.] 

[147] 
[(6) [Benefits payable for Outpatient Services and for Partial Hospitalization or Day 

Treatment Services must be pre-authorized prior to Treatment or Service received for 
[both [Preferred] [Network] Providers [and] Non-[Preferred] [Network] Providers.]  
[Benefits will be payable only for Outpatient Services and for Partial Hospitalization 
or Day Treatment Services determined to be [a Covered Charge] [Medically 
Necessary Care].]  

 
[(7) [If Treatment or Service for Outpatient Services and for Partial Hospitalization or 

Day Treatment Services is not pre-authorized, no benefits will be payable.] [If 
Treatment or Services for Outpatient Services and for Partial Hospitalization or Day 
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Treatment Services is not pre-authorized, benefits will be subject to the Utilization 
Management Program described in PART IV, Section B1 (1A) of this Group Policy.]] 

 
 
 

[148] [Article 1 – Payment Conditions – Mental Health, Behavioral, Alcohol or Drug Abuse 
Treatment Services 
 
The following benefits will be payable for Mental Health, Behavioral, Alcohol or Drug Abuse 
Treatment Services.  In the event the Member [or Dependent] receives Treatment or Services for 
more than one condition during the same period of time, benefits will be paid based on the 
primary focus of the Treatment or Service, as determined by The Principal. 
 
a. Inpatient Hospital Services 
 

If a Member [or Dependent] is Hospital Inpatient Confined in a Psychiatric Hospital, an 
Inpatient Alcohol or Drug Abuse Treatment Facility, a psychiatric or alcohol/drug unit of a 
general Hospital, a licensed outpatient psychiatric center, or a Community Mental Health 
Center, benefits will be payable for charges for room, board, and other usual services 
provided during such confinement, and for Physician Visits provided during such 
confinement.  Benefits are payable the same as for any other Hospital Inpatient 
Confinement. 

 
b. Outpatient Services 
 

If a Member [or Dependent] receives any Outpatient Services by a Physician or Health 
Care Extender, Hospital, Psychiatric Hospital, outpatient psychiatric center, Community 
Mental Health Center, or Outpatient Alcohol or Drug Abuse Treatment Facility, benefits 
will be payable the same as for any other outpatient services. 

 
"Outpatient Services" mean Mental Health, Behavioral, Alcohol or Drug Abuse Treatment 
Services, including Physician Visits, which are provided other than while Hospital 
Inpatient Confined. 

 
Covered Charges for Outpatient Services are limited to the following services: 

 
(1) Partial Hospitalization or Day Treatment Services; 
(2) crisis intervention or stabilization; 
(3) psychological testing; 
(4) individual psychotherapy; 
(5) family therapy, if the patient is present; 
(6) group therapy; 
(7) electroconvulsive therapy; 
(8) psychiatric alcohol or drug abuse medication management, except as described in 

PART IV, Section B (18); 
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[(9) biofeedback;] 
(10) behavior modification treatment; 
(11) alcohol or drug abuse rehabilitation or counseling services; 
[(12) hypnotherapy;] 
(13) narcosynthesis. 

 
For the purpose of these Outpatient Services benefits, "Partial Hospitalization or Day 
Treatment Services" means a structured program under the supervision of a Physician, 
which provides diagnostic and therapeutic Mental Health, Behavioral, Alcohol or Drug 
Abuse Treatment Services in a Partial Hospitalization Facility or Day Treatment Facility 
for not less than four and not more than 12 consecutive hours in a 24-hour period.  "Partial 
Hospitalization Facility or Day Treatment Facility" means a Hospital or freestanding 
facility that is licensed by the proper authority of the state in which it is located to provide 
Partial Hospitalization or Day Treatment Services. 

 
c. Physician Visits 
 

If a Member [or Dependent] receives any Mental Health, Behavioral, Alcohol or Drug 
Abuse Treatment Services by a Physician or Health Care Extender, benefits will be payable 
the same as for any other Physician Visit. 

 
d. Benefits Payable 
 

Benefits for Mental Health, Behavioral, Alcohol or Drug Abuse Treatment Services are 
payable the same as for any other covered Treatment or Service. 

 
 [Benefits paid will be applied toward the Comprehensive Medical Overall Lifetime 

Maximum Payment Limit and this maximum will be reduced by the benefits paid.] 
 

[Charges incurred for Outpatient Services that are in excess of those approved by The 
Principal for Outpatient Services will not be considered Covered Charges.] 

 
[Benefits payable for Outpatient Services will be subject to the Utilization Management 
Program described in PART IV, Section B1 (1A) of this Group Policy.] 
 

[149] [Benefits payable for Outpatient Services must be pre-authorized prior to Treatment or 
Services.] [Benefits will be payable only for Outpatient Services determined to be [a 
Covered Charge] [Medically Necessary Care].]  
 
[If Treatment or Service for Outpatient Services is not pre-authorized, no benefits will be 
payable.] [If Treatment or Services for Outpatient Services is not pre-authorized, benefits 
will be subject to the Utilization Management Program described in PART IV, Section B1 
(1A) of this Group Policy.]  
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e. Limitations 
 

The general Comprehensive Medical limitations described in Section B (18) of this Group 
Policy will apply to Mental Health, Behavioral, Alcohol or Drug Abuse Treatment 
Services.  In addition Mental Health, Behavioral, Alcohol or Drug Abuse Treatment 
Services will not include and no benefits will be paid for: 

 
 (1) recreational therapy, art therapy, music therapy, dance therapy, or wilderness therapy; 

or 
(2) psychoanalysis and aversion therapy; or 
(3) residential mental health or behavioral Treatment or Service; or 
(4) after-care treatment programs for alcohol or drug abuse.] 
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PART IV - BENEFITS 
 

Section B (5) - Transplant Services 
 

 
[Article 1 - Payment Conditions - Transplant Services 

[150] 
"Transplant Services" means Covered Charges incurred in connection with the covered 
transplants including but not limited to those listed below that are for [a Covered Charge] 
[Medically Necessary Care] and not considered to be an Experimental or Investigational 
Measure.  Covered transplants include the following human-to-human organ or bone marrow 
transplant procedures (including charges for organ or tissue procurement): 

 
[(1) Heart; 
(2) Heart/lung (simultaneous); 
(3) Lung; 
(4) Liver; 
(5) Kidney; 
(6) Kidney-Pancreas; 
(7) Pancreas; 
(8) Small bowel;  
(9) Cornea; 
(10) Skin; 
(11) Bone marrow transplant or peripheral stem cell infusion when a positive response to standard 

medical treatment or chemotherapy has been documented.] 
 
Benefits for these Transplant Services will be payable the same as for any other covered 
Treatment or Service[ subject to the calendar year [Deductible][and][Coinsurance].] 
 
Limitations 
 

The general Comprehensive Medical limitations listed in PART IV, Section B (18) will 
apply to Transplant Services.  In addition, limitations specific to Home Health Care, Home 
Infusion Therapy Services, Durable Medical Equipment, Hospice and Skilled Nursing 
Facility provisions will apply to Transplant Services if those benefits are used in 
connection with a covered transplant covered under this Group Policy. 

 
For each transplant episode Covered Charges will include: 

 
(1) Transplant evaluations from no more than two transplant providers; and 
(2) No more than one listing with the United Network of Organ Sharing (UNOS). 
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If the transplant is not a transplant covered under this Group Policy, all charges related to 
the transplant and all related complications will be excluded from payment under this 
Group Policy, including, but not limited to, dose-intensive chemotherapy. 

 
[Benefits paid for Transplant Services will be applied to the Comprehensive Medical 
Overall Lifetime Maximum Payment Limit and this maximum will be reduced by the 
benefits paid.]] 

 
 [See the Utilization Management Program in PART IV, Section B1 (1) of this Group 

Policy.] 
 
[Article 1 - Payment Conditions - Transplant Services 

[151] 
"Transplant Services" means Covered Charges incurred in connection with the covered 
transplants including but not limited to those listed below that are for [a Covered Charge] 
[Medically Necessary Care] and not considered to be an Experimental or Investigational 
Measure.  The following benefits will be payable for Treatment or Service for Transplant 
Services.  These benefits will be payable instead of any other benefits described in this Group 
Policy, except as otherwise provided in this Section. 
 
a. Covered Transplants 
 

The following human-to-human organ or bone marrow transplant procedures will be 
considered Covered Charges, subject to all limitations and maximums described in this 
Article 1, for a patient who is covered under this Group Policy.   

 
[(1) Heart; 
(2) Heart/lung (simultaneous); 
(3) Lung; 
(4) Liver; 
(5) Kidney; 
(6) Kidney-pancreas; 
(7) Pancreas; 
(8) Small bowel 

 (9) Bone marrow transplant or peripheral stem cell infusion when a positive response to 
standard medical treatment or chemotherapy has been documented.] 

 
Cornea and skin transplants are not covered transplants for the purpose of this Article 1.  
Instead, cornea and skin transplants are covered under the normal provisions of this 
Comprehensive Medical section, and are not subject to any conditions set forth in this 
Section. 
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b. Covered Charges 
 

For the purpose of this Article 1, Transplant Services Covered Charges will include all 
services listed in the general Comprehensive Medical Covered Charges section, including, 
but not limited to, services by a Home Health Care Agency, Hospice, Skilled Nursing 
Facility, and services for Home Infusion Therapy Services and Durable Medical 
Equipment.  
 
Covered Charges will also include charges incurred by the organ donor for a covered 
transplant if the charges are not covered by any other medical expense coverage. 

 
c. Benefits Payable:  Within the Transplant Network 
 

For Transplant Services provided by a provider in the Transplant Network, benefits payable 
for Treatment or Service received each calendar year will be paid on the same basis as any 
other covered Treatment or Service, subject to [the calendar year Deductible] 
[and][coinsurance.] 
 
If transplant related services are provided by a provider in the Transplant Network, travel 
and lodging expenses for the patient and the patient's Immediate Family will be covered if 
the treating facility is greater than [100] miles one way from the patient's home (excluding 
travel or lodging provided by a family member or friend).  This would include ambulance 
expenses that would otherwise be excluded under the Comprehensive Medical ambulance 
benefit, if such expenses are incurred solely to meet timing requirements imposed by the 
transplant.  Benefits payable cannot be used to satisfy any Deductible or coinsurance 
amount under the ambulance benefit in the normal provisions of the Comprehensive 
Medical section. 

 
Travel and lodging benefits will be payable at [100%] without application of any 
[Deductible Amount], up to a lifetime maximum benefit of [$5,000] for each transplant 
recipient. 

 
All travel and lodging benefits must be approved in advance by The Principal. 

  
d. Benefits Payable:  Outside the Transplant Network 
 

For Transplant Services provided by any covered provider other than a Transplant Network 
Provider, benefits will be payable the same as any other covered Treatment or Service, 
[subject to the same [Deductibles] and [coinsurance],] up to the following maximum 
benefit for each transplant episode for each surgery listed below[, and up to a transplant 
lifetime maximum benefit of [$500,000] for each insured Member [or Dependent]]: 
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- Liver     [$ 30,000] 
- Kidney    [$ 30,000] 
- Heart     [$ 30,000] 
- Lung     [$ 30,000] 
- Heart/Lung (simultaneous)  [$ 30,000] 
- Bone Marrow 
 - Autologous  [$ 30,000] 
 - Allogeneic   [$ 30,000] 
- Kidney/Pancreas (simultaneous)  [$ 30,000] 
 - Kidney    [$ 30,000]  
- Pancreas    [$ 30,000] 
- Small bowel   [$ 30,000] 

 
Services subject to the transplant episode [and transplant lifetime maximums] will include 
Covered Charges as specified in this section, including, but not limited to:  evaluation; pre-
transplant, transplant, and post-transplant care (not including outpatient 
immunosuppressant drugs); organ donor search, procurement and retrieval; complications 
related to the procedure and follow-up care for services received during the 12-month 
period from the date of transplant.  Services by a Home Health Care Agency or Skilled 
Nursing Facility and services for Home Infusion Therapy Service and Durable Medical 
Equipment will reduce those provisions maximums as described in [Section B (11) (12) 
(15)]. 

 
No benefits will be payable for travel and lodging expenses if services are provided outside 
the Transplant Network. 

 
e. Limitations:  Applicable Within and Outside the Transplant Network 
 

The general Comprehensive Medical limitations listed in PART IV, Section B (18) will 
apply to Transplant Services.  In addition, limitations specific to Home Health Care, Home 
Infusion Therapy Services, Durable Medical Equipment, Hospice and Skilled Nursing 
Facility provisions will apply to Transplant Services if those benefits are used in 
connection with a covered transplant. 

 
For each transplant episode Covered Charges will include: 

 
(1) Transplant evaluations from no more than two transplant providers; and 
(2) No more than one listing with the United Network of Organ Sharing (UNOS). 

 
If the transplant is not a covered transplant under this Group Policy, all charges related to 
the transplant and all related complications will be excluded from payment under this 
Group Policy, including, but not limited to, dose-intensive chemotherapy. 
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[Benefits paid for Transplant Services will be applied to the Comprehensive Medical 
Overall Lifetime Maximum Payment Limit and this maximum will be reduced by the 
benefits paid.]] 

 
[See the Utilization Management Program in PART IV, Section B1 (1) of this Group 
Policy.] 
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PART IV - BENEFITS 
 

Section B (7) – Wellness Services 
[152] 

Article 1 – Payment Conditions - Wellness Services 
 
a. Routine Physical Exam 
 
 (1) Adult Wellness  

 
 Covered Charges will include charges incurred for Routine Physical Exams.  Benefits 

will be payable as described below:  
 
 [For a Member [or Dependent] [19] years of age or older:  Benefits will be payable  

[the same as for any other Physician office or Clinic Visit] [in excess of the 
applicable Copay Amount][and will be limited to a calendar year maximum benefit of 
[$300] for each insured person].] 

 
(2) Well Child Visits 
 
 Dependents under age [19]:  Benefits will be payable [the same as for any other 

Physician Office or Clinic Visit][in excess of the applicable Copay Amount].] 
 

 “Routine Physical Exam” means a medical examination given by a Physician for a reason 
other than to diagnose or treat a suspected or identified sickness or injury.  Included as part 
of the examination are [x-rays,] [laboratory tests,] [immunizations] [and] [other tests] 
given in connection with the examination.  [Not included are charges for Advanced 
Imaging Services, as described in PART IV, Section B (9A)]. 
 
Also not included are charges for Prostate Cancer Screening, Colorectal Cancer 
Screening, Children’s Preventive Pediatric Care Services and Mammography Services.  
Such charges are payable as described in PART IV, Section A. 
 

b. Pediatric Vaccines 
 

Covered Charges will include the cost of Pediatric Vaccines administered to a Dependent 
Child from birth through 18 years of age. 
 
"Pediatric Vaccines" mean those vaccines shown on the list established and periodically 
reviewed by the Advisory Committee on Immunization Practices as referenced by Section 
1928 of Title 19 of the Social Security Act or such other list of vaccines as mandated by 
other Federal or State laws that are applicable to this Group Policy. 
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Benefits for Pediatric Vaccines will be payable at 100% of Covered Charges and no 
Deductible or copay will apply.  
 
NOTE:  The benefit will be coordinated with the Children’s Preventive Pediatric Care 
Services provisions in PART IV, Section (A). 

 
c. [Screening] Colonoscopies 
  
 [Covered Charges will include charges incurred for screening flexible sigmoidoscopy or 

screening colonoscopy as recommended by American Cancer Society[ for Members [or 
Dependents] age [50] and over].]  

 
 [Benefits will be payable the same as any other Physician Office or Clinic Visit up to a 

calendar year maximum benefit of [$3,000] for each insured person.  All other 
colonoscopies or flexible sigmoidoscopies will be paid the same as any other covered 
Treatment or Service.]  
 
[Covered Charges will include charges incurred for Colonoscopies and flexible 
sigmoidoscopies.] 
 
[Benefits provided in a Physician office or clinic or outpatient facility will be payable at 
[100%] of Covered Charges[ in excess of the applicable Copay Amount][ or Deductible 
Amount].] 

 
d. Mammograms 
 
 [Covered Charges will include charges for Mammograms.]  [Benefits will be payable the 

same as any other covered Physician Office or Clinic Visit][ in excess of the applicable 
Copay Amount] for each insured person].]  

 
[e. Morbid Obesity] 
 
 Covered Charges will include charges incurred for bariatric surgery or surgery to treat obesity 

if: 
 
 (1) the Member or Dependent electing surgery is at least [18] years of age; and 
 

(2) there is documented medical history of failure to sustain weight loss with medically 
supervised dietary and conservative treatment for at least  [6 consecutive months] 
so long as a portion of that [6 month] period falls within the [12-month] period 
prior to the date of surgery; and 

 
(3) a BMI of 40 for at least three (3) consecutive  years or a BMI greater than 35 for at 

least three (3) years in conjunction with at least two (2) of the following co-morbid 
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conditions:  hypertension, diabetes mellitus, restrictive lung disease, osteoarthritis, 
obstructive sleep apnea or cardiovascular disease. 

 
 Benefits will be payable the same as any other covered Treatment or Service.] 
 
[f. Smoking Cessation 
 
 Covered Charges will include charges incurred for Smoking Cessation.  Benefits will be 

payable the same as any other covered Treatment or Services up to a [$350] maximum 
lifetime benefit per insured person.] 
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PART IV - BENEFITS 
 

Section B (8) –Rehabilitative Services 
[154] 

Article 1 – Payment Conditions - Rehabilitative Services 
 
a.  Outpatient, Office or Clinic Services  
 
 (1) Back, Neck and Spine 

[155] 
 Covered Charges will include charges for Treatment or Service incurred for non-

surgical treatment (including [diagnostic testing and] post-surgical therapy) of the 
vertebrae, disc, spine, back, neck and adjacent tissues in an outpatient, office or clinic 
setting.. [Benefits for covered Treatment or Service delivered in an outpatient setting, 
other than Physician’s Office or Clinic will be subject to Deductible and coinsurance.  
Benefits for covered Treatment or Service delivered in a Physician’s Office or Clinic 
will be payable the same as any other [Specialist] Physician’s Office or Clinic.]  
[Benefits will not exceed [$1,000] each calendar year for each insured person.] 
[Benefits will be payable the same as any other [Specialist] Physician Office or 
Clinic [up to a maximum benefit of [$2,000] each calendar year for each insured 
person]].  [Benefits will be payable subject to Deductible and coinsurance [up to a 
maximum benefit of [$1,000] each calendar year for each insured person].] 

 
 (2) Occupational Therapy, Physical Therapy and Speech Therapy, excluding Back, 

Neck and Spine as described above 
[156] 

 Covered Charges will include charges incurred for occupational therapy, physical 
therapy and speech therapy, excluding services described above for back, neck and 
spine, up to a combined maximum benefit of [$2,500 each calendar year] for each 
insured person.  Benefits will be payable the same as any other [Specialist] Physician 
Office or Clinic regardless of location of service.     

 
b. Inpatient Services 

[157] 
 Covered Charges will include charges incurred for inpatient rehabilitative services in an 

Inpatient Rehabilitation Facility for each insured person during the Member’s [or 
Dependent’s] lifetime.  Benefits will be payable the same as any other covered Treatment 
or Service up to a maximum of [30 days per calendar year]. 

 
“Inpatient Rehabilitation Facility” is a Hospital (or a special unit of a Hospital that is 
designated as an Inpatient Rehabilitation bed) that provides rehabilitation health services 
(including but not limited to physical therapy, occupational therapy or speech therapy) on 
an inpatient basis, as authorized by law.   
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PART IV – BENEFITS 
 

Section B (9) – Outpatient Laboratory Services 
 
Article 1 – Payment Conditions - Outpatient Laboratory Services 
 
If the Member [or Dependent] goes to a Physician's office or clinic and the Physician sends the 
laboratory work to a Laboratory Network provider for processing, The Principal will pay [100%] 
of Covered Charges for the Laboratory Services[ in excess of the applicable Copay]. 
 
If the Member [or Dependent] goes to a Physician's office or clinic and the Physician sends the 
laboratory work to a non-Laboratory Network provider for processing, regular benefits will 
apply, including any applicable Deductibles, Copays, and coinsurance. [If a professional 
component is billed by a provider not in the Laboratory Network, in connection with the 
laboratory testing, said professional component will be considered a Covered Charge, including 
any applicable plan Deductible, Copay and coinsurance.] 
 
If the Member [or Dependent] goes to a Laboratory Network provider for processing with a 
Physician's directives, The Principal will pay [100%] of Covered Charges for the Laboratory 
Services[ in excess of the applicable Copay].  If the laboratory facility is not a provider in the 
Laboratory Network, regular benefits will apply, including any applicable Deductibles, Copays, 
and coinsurance.] [If a professional component is billed by a provider not in the Laboratory 
Network in connection with laboratory testing, said professional component will be considered a 
Covered Charge, including any applicable plan Deductible, Copay and coinsurance.]] 
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PART IV – BENEFITS 
 

Section B (9A) – Advanced Imaging Services 
[161] 

 
Article 1 – Payment Conditions – Advanced Imaging Services 
 
“Advanced Imaging Services” includes all non-emergent outpatient magnetic resonance 
imaging (MRIs), magnetic resonance arteriography (MRAs), computerized axial tomography 
(CT/CTAs), positron emission tomography (PETs), single photon emission computerized 
tomography (SPECTs), or nuclear cardiology imaging, or other similar imaging tests and all 
related services (other than evaluation and management services) in an outpatient facility, 
Physician office or clinic or a freestanding advanced imaging facility.  
 
Article 2 – Benefits Payable 
 
a. Benefits will be payable for the Advanced Imaging Services determined to be [a Covered 

Charge] [Medically Necessary Care].  Advanced Imaging Services will be payable subject 
to the calendar year Deductible Amount and the applicable coinsurance percentage; and 

 
b. The general Comprehensive Medical limitations listed in Section B (18) will apply to 

Advanced Imaging Services[; and 
 
c. Benefits paid for Advanced Imaging Services will be applied to the Comprehensive 

Medical Overall Lifetime Maximum Payment Limit and this maximum will be reduced by 
the benefits paid]. 

 
Article 3 Pre-Authorization Requirements 
 
a. [Advanced Imaging Services must be pre-authorized prior to Treatment or Service.]  [This 

pre-authorization is valid for [60 days].] 
 
b. “Prescribing Provider” is the Physician who orders and obtains the pre-authorization for 

the Advanced Imaging Services.  [The Member should verify that the Prescribing Provider 
has pre-authorized the Advanced Imaging Services so benefits are not [denied][reduced].] 

 
[If Advanced Imaging Services are not pre-authorized, no benefits will be payable.] [If Advanced 
Imaging Services are not pre-authorized, benefits will be subject to the Utilization Management 
Program described in PART IV, Section B1 (1) of this Group Policy.] 
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PART IV – BENEFITS 
 

Section B (10) – Emergency Room Services 
 
Article 1 - Payment Conditions - Emergency Room Services 

[162] 
Covered Charges will include charges for Treatment or Service received in an emergency room. 
Benefits payable for emergency room treatment will be subject to [Copays], 
[Deductibles][,][and] [coinsurance] in the following order: 
 
[a. First, the emergency room Copay will be applied; and] 
 
[[b]. [Then], the calendar year Deductible; and] 
 
[[c.] [Last], the Member [or Dependent's] coinsurance percentage will be applied.] 
 
[The emergency room Copay amount: 
 
a. will be waived if the insured is admitted to the Hospital immediately following emergency 

room treatment; and 
 
b. will not count toward satisfaction of the calendar year Deductible.] 
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PART IV – BENEFITS 
 

Section B (11) - Home Health Care and Home Infusion Therapy Services 
 

Article 1 – Payment Conditions - Home Health Care 
 
a. Covered Charges 
 

Covered Charges will include charges by a Home Health Care Agency for: 
 

(1) part-time or intermittent home nursing care by or under the supervision of a licensed 
registered nurse (R.N.) ; and 

(2) part-time or intermittent home care by a Home Health Aide; and 
(3) physical, occupational, speech, or respiratory therapy; and 
(4) intermittent services of a registered dietician or social worker; and 
(5) drugs and medicines which require a Physician's prescription, (except as specified 

under Home Infusion Therapy Services[ or [Provider Administered] Specialty 
Prescription Drugs as described in PART IV, Section B (3)]), as well as other 
supplies prescribed by the attending Physician; and 

(6) laboratory services (except as specified under Home Infusion Therapy Services). 
 

The Home Health Care Services must be: 
 

(1) rendered in accordance with a prescribed Home Health Care Plan.  The Home Health 
Care Plan must be: 

 
- prescribed by the attending Physician; and 
- established prior to the initiation of the Home Health Care services; and 

 
(2) preapproved by The Principal prior to the initiation of the Home Health Care Plan, or 

in the event that services are required on a weekend, The Principal is notified the next 
following business day.  If Home Health Care Services are not preapproved by The 
Principal, no benefits will be payable. 

 
In addition, the attending Physician must certify that the Home Health Care services are 
necessary to prevent, delay or shorten Hospital Inpatient Confinement or Skilled Nursing 
Facility Confinement. 

 
[See the [Utilization Management Program in PART IV, Section B1 (1) of this Group 
Policy] [and] [[Provider Administered] Specialty Prescription Drugs in PART IV, Section 
B (3) of this Group Policy].] 
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b. Benefits Payable 
 

Benefits will be payable the same as for any other covered Treatment or Service up to a 
maximum of [60] Home Health Care visits per calendar year for each insured person.  For 
each covered provider, up to four hours of continuous service will be counted as one visit.  
Covered providers include a:  Home Health Aide, licensed registered nurse (R.N.), licensed 
practical nurse (L.P.N.), registered dietician, social worker, physical therapist, speech 
therapist, occupational therapist, respiratory therapist, or any other member of the Home 
Health Care team. 

 
[Benefits paid will be applied to the Comprehensive Medical Overall Lifetime Maximum 
Payment Limit and this maximum will be reduced by the benefits paid.] 

 
c. Limitations 

[163] 
The general Comprehensive Medical limitations listed in PART IV, Section B (18) will 
apply to Home Health Care.  In addition, Home Health Care Covered Charges will not 
include charges for: 

 
(1) more than [60] Home Health Care visits in a calendar year for each insured person; or 
(2) nursing, laboratory or therapy services rendered as part of Home Infusion Therapy 

Services; or 
(3) services provided by a Member [or Dependent’s] Immediate Family or any other 

person residing in the home; or 
(4) Custodial Care[; or 
(5) [Self Administered] Specialty Prescription Drugs]. 

 
 
Article 2 – Payment Conditions - Home Infusion Therapy Services 

 
a. Covered Charges 
 

Covered Charges will include charges by a Home Health Care Agency or a home infusion 
company for the following services:  

 
(1) intravenous chemotherapy; 
(2) intravenous antibiotic therapy; 
(3) intravenous steroidal therapy; 
(4) intravenous pain management; 
(5) intravenous hydration therapy; 
(6) intravenous antiretroviral and antifungal therapy; 
(7) intravenous inotropic therapy; 
(8) total parenteral nutrition; 
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(9) intravenous gamma globulin.; 
(10) intrathecal and epidural;  
(11) blood and blood products;  
(12) injectable antiemetics; and 
(13) injectable diuretics. 

 
The Home Infusion Therapy Services must be: 

 
(1) rendered in accordance with a prescribed treatment plan.  The treatment plan must be: 

 
- set up prior to the initiation of the Home Infusion Therapy Service; and 
- prescribed by the attending Physician; and 

 
(2) preapproved by The Principal prior to the initiation of the Home Infusion Therapy 

Services, or in the event that services are required on a weekend, The Principal is 
notified the next following business day.  If Home Infusion Therapy Services are not 
preapproved by The Principal, no benefits will be payable. 

 
In addition, the attending Physician must certify that Home Infusion Therapy services are 
necessary to prevent, delay or shorten Hospital Inpatient Confinement or Skilled Nursing 
Facility confinement. 

 
[See the Utilization Management Program in PART IV, Section B1 (1) of this Group Policy.] 
 
Covered Charges will be limited to: drugs;  intravenous solutions; Durable Medical 
Equipment; pharmacy compounding and dispensing services; fees associated with drawing 
blood for the purpose of monitoring response to therapy; ancillary medical supplies; 
nursing services for intravenous restarts and dressing changes; and nursing services 
required due to a Medical Emergency. 

 
b. Benefits Payable 
 

Benefits will be payable the same as for any other covered Treatment or Service.  Benefits 
payable will be based on the allowable charge of The Principal, which is the amount 
established by The Principal at the time services are preapproved.  The maximum 
allowable charge for drugs and medicines for Home Infusion Therapy Services will be 
established by The Principal at the time services are preapproved and will not exceed the 
Average Wholesale Price. 

 
[Benefits paid will be applied to the Comprehensive Medical Overall Lifetime Maximum 
Payment Limit and this maximum will be reduced by the benefits paid.] 

 
c. Limitations 
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The general Comprehensive Medical limitations listed in PART IV, Section B (18) will 
apply to Home Infusion Therapy Services.  In addition, Home Infusion Therapy Service 
Covered Charges will not include charges for: 

 
(1) services or supplies which are provided under any other section of this Group Policy 

for services, drugs, equipment, or supplies used in Home Infusion Therapy Services, 
except as specifically provided for in this section; or 

(2) services or supplies for any Home Infusion Therapy Services not specifically 
provided for in this section; or 

(3) services or supplies for any nursing visits, care or services associated with Home 
Infusion Therapy Services other than those identified in this section; or 

(4) services or supplies for other services required to administer therapy in the home 
setting, but which do not involve direct patient contact, including, but not limited to, 
delivery charges and record keeping; or 

(5) services provided by a Member's [or a Dependent's] Immediate Family or any other 
person residing in the home[; or 

(6) services or supplies for [Provider Administered] Specialty Prescription Drugs as 
provided in PART IV, Section B (3)]. 
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PART IV - BENEFITS 
 

Section B (13) - Prosthetics 
 
Article 1 – Payment Condition - Prosthetics 
 
a. Covered Charges 
 

Covered Charges will include charges for prosthetic devices (including external electronic 
voice boxes and similar hand held communication devices after laryngectomy) and supplies 
which replace all or part of: 

 
(1) an absent body part (including contiguous tissue) resulting from sickness, injury, or 

congenital anomalies); or 
(2) the function of a permanently inoperative or malfunctioning body part. 

 
Covered Charges will include the purchase, fitting, and necessary adjustment or 
replacement of the prosthetic device.  In addition, Covered Charges will include cleaning 
and repairs, unless damage results from a Member's [or Dependent's] negligence or abuse 
of the prosthetic device. 

 
b. Benefits Payable 

 
Benefits will be payable the same as for any other covered Treatment or Service. [Benefits 
paid will be applied to the Comprehensive Medical Overall Lifetime Maximum Payment 
Limit and this maximum will be reduced by the benefits paid.] 

 
Also see PART IV – Benefits, Section A – Orthotic and Prosthetic Devices and Services. 

 
c. Limitations 
 

The general Comprehensive Medical limitations listed in PART IV, Section B (18) will 
apply to prosthetic charges.  In addition, Prosthetic Covered Charges will not include 
prosthetic charges which are: 

 
(1) in excess of the limits and maximums described in this Article; or 
(2) for prosthetic charges that are  not prescribed by the attending Physician; or 
(3) for dental implants.  
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PART IV - BENEFITS 
 

Section B (15) - Skilled Nursing Facility Confinement 
 
Article 1 – Payment Condition – Skilled Nursing Facility  

 
a. Covered Charges 
 

If a Member [or Dependent] is confined in a Skilled Nursing Facility, Covered Charges 
will include any charges incurred for room, board, and other services required for 
treatment, provided: 

 
(1) the Member [or Dependent] requires daily skilled nursing or skilled rehabilitation 

care on an inpatient basis as determined by The Principal; and 
(2) the Skilled Nursing Facility confinement immediately follows a Hospital Inpatient 

Confinement for which benefits were payable under this Group Policy; and 
(3) the Skilled Nursing Facility confinement results from the sickness or injury that was 

the cause of the Hospital Inpatient Confinement; and 
(4) the Skilled Nursing Facility confinement begins not later than 14 days after the end of 

Hospital Inpatient Confinement or begins not later than 14 days after the end of a 
prior Skilled Nursing Facility confinement for which benefits were payable under this 
Group Policy; and 

(5) inpatient Skilled Nursing Facility confinement is certified by a Physician as necessary 
to treat a sickness or injury. 

 
The requirements for prior Hospital Inpatient Confinement will be waived if pre-approved 
by The Principal.  If not pre-approved, and the Skilled Nursing Facility care does not 
follow Hospital Inpatient Confinement as described, no benefits will be payable. 

 
 [See the Utilization Management Program in PART IV, Section B1 (1) of this Group 

Policy.] 
 
b. Benefits Payable 

[167] 
Benefits will be payable the same as for any other covered Treatment or Service, not to 
exceed a maximum benefit of: 

 
(1) [$800] for any one day of Skilled Nursing Facility confinement; and 
(2) [60 days] for all Skilled Nursing Facility confinement that result from the same or 

related sickness or injury. 
 

The following services will not be subject to the Skilled Nursing Facility confinement 
maximums as stated above: drugs and medicines (requiring a Physician's prescription) that 
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are not billed by the Skilled Nursing Facility, visits by a Doctor of Medicine (M.D.) or 
Doctor of Osteopathy (D.O.), durable medical equipment, and x-ray or laboratory services. 

 
[Benefits paid will be applied to the Comprehensive Medical Overall Lifetime Maximum 
Payment Limit and this maximum will be reduced by the benefits paid.] 

 
c. Limitations 
 

The general Comprehensive Medical limitations listed in PART IV, Section B (18) will 
apply to Skilled Nursing Facility confinements.  In addition, Skilled Nursing Facility 
Covered Charges will not include Skilled Nursing Facility confinement charges billed by 
the Skilled Nursing Facility that: 

 
(1) are in excess of the limits and maximums described in this Article; or 
(2) are incurred on or after the date the attending Physician stops treatment or ceases to 

prescribe skilled nursing care. 
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PART IV - BENEFITS 
 

Section B (18) - Limitations 
 
Article 1 - Limitations 
 
[Covered Charges] [Medically Necessary Care] will not include and no benefits will be paid for: 
 
a. Treatment or Service that is not a Covered Charge; or 
 
b. Treatment or Service that is an Experimental or Investigational Measure; or 
 
c. any part of a charge for Treatment or Service that exceeds Prevailing Charges; or 

[169] 
d. the services of any person who is in the Member's [or Dependent's] Immediate Family; or 
 
e. Dental Services or materials, including dental implants, except as described under Covered 

Charges and under Anesthesia and Hospitalization for Dental Procedures in Part IV, 
Section A; or 

[170] 
f. eye refractions; vision materials including but not limited to frames or lenses;[ protective 

coatings and UV protection;] or 
 
g. hearing aids[, except as provided under Hearing Aid or Instrument in Part IV, Section A] [, 

except as provided under Speech or Hearing Loss or Impairment]; or 
[171] 

[h. acupressure treatment; acupuncture treatment [, except as described [under Covered 
Charges] [and] [under Complementary Medicine]]; or] 

 
i. drugs or medicines that do not require a Physician's prescription or have not been approved 

by the Food and Drug Administration for marketing; or 
 
j. vitamins, minerals (except prescription potassium supplements) whether or not they require 

a Physician’s prescription; or 
 
k. nutritional supplements (even if the only source of nutrition), or special diets (whether or 

not they require a Physician's prescription) except as provided for under Inherited 
Metabolic Disease under PART IV, Section A; or 

 
l. wigs or hair prostheses; or 
 
m. Treatment or Service for Cosmetic Treatment and Services or complications arising 

therefrom, unless the Cosmetic Treatment or Service results from a sickness or an 
accidental injury; and unless the Cosmetic Treatment or Service is completed within [18 
months] after the date of that sickness or injury; or 
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n. personal hygiene, comfort, or convenience items, whether or not recommended by a 

Physician, including, but not limited to, air conditioners, humidifiers, diapers, underpads, 
bed tables, tub bench, hoyer lift, gait belts, bedpans, physical fitness equipment, stair 
glides, elevators or lift, adaptive equipment for the purpose of aiding in the performance of 
Activities of Daily Living including, but not limited to dressing, bathing, preparation or 
feeding of meals; or 

 
o. "barrier free" home modifications, whether or not recommended by a Physician, including, 

but not limited to, ramps, grab bars,  railings or standing frames; or 
 
p. non-implantable communication-assist devices, including, but not limited to, 

communication boards, and computers; or  
 
q. Treatment or Service for work-hardening programs or vocational rehabilitation services; or 
 
r. Treatment or Service leading to, in connection with, or resulting from sexual 

transformation or intersex surgery; or 
 
s. cryopreservation or storage; or 
 
t. Treatment or Service for education or training (except as provided for under Diabetic 

Equipment, Supplies, and Diabetic Self-Management Training under PART IV, Section A), 
developmental delay, or learning disorders; or 

 
u. social counseling (except as provided under Hospice Care), marital counseling, or sexual 

disorder therapy; or 
 
v. Treatment or Service for which the Member [or Dependent] has no financial liability or 

that would be provided at no charge or at a different charge in the absence of insurance; or 
 
w. Treatment or Service that is paid for or furnished by the United States Government or one 

of its agencies (except as required under Medicaid provisions or Federal law); or 
 
x. Treatment or Service that results from war or act of war; or 
 
y. Treatment or Service that results from participation in criminal activities, except Treatment 

or Service received as a result of domestic abuse; or 
 
[z. Treatment or Service for and complications related to: 

[173] 
(1) human-to-human organ or bone marrow transplants, except as described under 

Transplant Services[ or Covered Charges]; or 
(2) animal-to-human organ or tissue transplants; or 
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(3) implantation within the human body of artificial or mechanical devices designed to 
replace human organs; or] 

 
 aa. behavior modification or group therapy, except as provided for under [Mental Health or 

Behavioral Treatment Services and Alcohol or Drug Abuse Treatment Services][Mental 
Health, Behavioral, Alcohol or Drug Abuse Treatment Services]; or 

[174] 
bb. Treatment or Service for [smoking cessation or nicotine addiction [except as provided 

under Complementary Medicine]], [caffeine addiction,] gambling addiction, or stress 
management; or 

 
cc. Treatment, or Service for insertion, removal, or revision of breast implants, unless provided 

post-mastectomy; or 
 
dd. Treatment or Service for any sickness or condition for which the insertion of breast 

implants, or the fact of having breast implants within the body, was a contributing factor, 
unless the sickness or condition occurs post-mastectomy; or 

 
ee. Treatment or Service for Kerato-Refractive Eye Surgery for myopia (nearsightedness), 

hyperopia (farsightedness), or astigmatism, or 
 
ff. charges for [telephone calls or telephone consultations or] missed appointments; or 

[175] 
[gg. Treatment or Service covered by medical expense insurance issued under the Individual 

Purchase Rights described in PART III of this Group Policy; or] 
[175A] 

[hh. Treatment or Service that results from a sickness that is covered by a Workers' 
Compensation Act or other similar law; or] 

[175B] 
[ii Treatment or Service that results from an injury arising from or in the course of any 

employment for wage or profit; or] 
[175C] 

[jj. Treatment or Service that results from: 
(1) an injury arising out of or in the course of any employment for wage or profit if the 

Member [or Dependent] is eligible to be covered under a Workers' Compensation Act 
or other similar law; except this limitation will not apply to:  partners, proprietors, or 
corporate officers [of the Policyholder][of the Participating Unit] who are not covered 
by a Workers' Compensation Act or other similar law; or 

(2) a sickness covered by a Workers' Compensation Act or other similar law; or] 
 
[kk. Treatment or Service performed for the purpose of sterilization; or] 
 
ll. any nursing services (except as described under Covered Charges and as required by state 

law); or 
[176] 
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[mm. Treatment or Service related to the restoration of fertility or the promotion of conception 
(including reversal of voluntary sterilization), except as provided for under Invitro 
Fertilization Procedures under PART IV, Section A; or] 

 
[nn. Treatment or Service performed for the purpose of reversal of voluntary sterilization; or] 

[177] 
[oo. Treatment or Service for foot care with respect to:  corns, calluses, trimming of toenails,  

chronic foot strain, treatment of tarsalgia (fallen arches), metatarsalgia (ball-of-the-foot), 
or bunion (except surgically), , treatment of flat feet, treatment of subluxation (recurrent 
snap or displacement of the tendons) of the foot, shoes, shoe orthotics, shoe inserts and 
arch supports, casting for orthotics, or any appliance (including orthotics) except as 
provided under Orthotic and Prosthetic Devices and Services under PART IV, Section A; 
or] 

 
pp. dietetic counseling, unless provided while the Member [or Dependent] is Hospital Inpatient 

Confined, or as provided under Home Health Care, or Hospice Care or Diabetic Equipment 
Supplies, and Diabetic Self-Management Training under PART IV, Section A; or 

 
qq. Treatment or Service by any type of health care practitioner not otherwise provided for in 

this Group Policy, unless recognition is state mandated; or 
 
[rr. drugs or medicines, whether or not they require a Physician's prescription; or] 
 
[ss. Treatment or Service that is subject to the Preexisting Conditions Exclusion described in 

this PART IV; or] 
[178] 

[tt. Treatment or Service that results from the abortion of a pregnancy, except that benefits will 
be payable for the abortion only if: 
 
(1) continuation of the pregnancy would endanger the life of the mother.  However, if 

medical treatment is required because of complications resulting from an abortion, 
benefits will be payable for such medical treatment; or 

(2) medical treatment is required because of complications resulting from an abortion; or] 
[178] 

[uu. Treatment or Service that results from pregnancy, except that benefits will be payable for 
Complications of Pregnancy.  Complications of Pregnancy is any condition that greatly 
affects the usual medical treatment of a normal pregnancy; this includes nonelective 
abortion and cesarean section.  [Benefits will be payable for elective abortion only if: 

 
(1) continuation of the pregnancy would endanger the life of the mother.  However, if 

medical treatment is required because of complications resulting from an abortion, 
benefits will be payable for such medical treatment; or 

 
(2) medical treatment is required because of complications resulting from an abortion; 

or] 
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[vv. [for Dependent Daughters,] Treatment or Service that results from pregnancy or any 

complication that results from a pregnancy; or] 
[180] 

[ww. Treatment or Service provided outside the United States, unless such Treatment or 
Service is for a Medical Emergency; or] 

[181] 
xx. Treatment or Service provided for weight loss or reduction of obesity, [except as covered 

under Part IV, Section B(7), Wellness Services], even if the Member [or Dependent] has 
other health conditions which might be helped by weight loss or reduction of obesity; or 

 
yy. Treatment or Services for Custodial Care; or 
 
zz. Treatment or Service for maintenance therapy or supportive care or when maximum 

therapeutic benefit (no further objective improvement) has been attained; or 
 
aaa. Treatment or Service for vision therapy or orthoptic therapy; or 
 
bbb Treatment or Service that is paid for by a Medicare Supplement Insurance Plan; or 

[182] 
[ccc. charges for e-mail communication or e-mail consultation; or] 
 
[ddd. charges that are billed incorrectly or separately for Treatment or Services that are an integral 

part of another billed Treatment or Service as determined by The Principal; or] 
[183] 

[eee. Charges for venipuncture when billed with other laboratory services; or] 
[184] 

[fff. Charges for lab specimen handling fees when billed with other laboratory services; or] 
 
ggg. charges for Physician overhead, including but not limited to surgical suites or rooms, or 

equipment used to perform the particular Treatment or Service (i.e. laser equipment); or  
 
hhh. Treatment or Services for non-synostotic plagiocephaly (positional head deformity); or 
 
[iii. Additional charges incurred because care was provided after hours, on a Sunday, holidays or 

week-end; or] 
 
jjj. Charges for heating pads, heating and cooling units, ice bags or cold therapy units; or 

[185] 
[kkk. Treatment or Service for unattended home sleep studies; or] 

[186] 
[lll.Treatment or Service for nail fungus; or] 
 
[mmm.  Charges for DESI (drugs determined by the Food and Drug Administration as lacking in 

substantial evidence of effectiveness); or] 
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nnn. Charges for devices used specifically as safety items or to affect performance in sports-

related activities; or 
 
ooo. Treatment or Service for gynecomastia (abnormal breast enlargement in males); or 
 
ppp. Charges for physicals, health examinations, immunizations or screening procedures 

which are performed solely for school, sports, employment, immigration physicals, 
insurance licensing or travel; or 

 
qqq. Treatment or Service for hyperhidrosis (excessive sweating); or 
 
rrr. Treatment or Service for complications of a non-covered Treatment or Service; or 

[187] 
[sss. Treatment or Service incurred after termination of coverage under this Group Policy [, 

except as provided under Extended Benefits]; or 
 
ttt. Charges for travel and lodging except as indicated under PART IV, Section B (5); or 

[188] 
[uuu. Molecular genetic testing (specific gene identification) for the purposes of health screening 

or if not part of a treatment regimen for a specific sickness]; or 
 
vvv. Charges for transportation services except as described for ambulance services under PART 

IV, Section B (3), All Other Covered Services; or 
[189] 

[www. Treatment or Service for erectile dysfunction; or] 
 
xxx. Treatment or Services for standby services; or 
 
[yyy. Charges for more than one anesthesia provider during the same anesthesia period.  

Anesthesia provider includes a certified nurse anesthetist or a Physician]; or 
[190] 

[zzz. Alcohol or drug abuse medicines or medication management services for maintenance 
therapy or when maximum therapeutic benefit has been attained as determined by The 
Principal]; or 

[191] 
[aaaa. Treatment or Services for never events, except for any Treatment or Service by an unrelated 

provider that is needed as a consequence of a never event. Never events are errors in 
medical care that are clearly identifiable, preventable, and serious in their consequences for 
patients]; or 

[192] 
[bbbb.  [Self Administered] Specialty Prescription Drugs charges [([except] [and] charges for the 

administration of the drugs)] received other than while Hospital Inpatient Confined; or] 
 

[193] 
[cccc. [Provider Administered] Specialty Prescription Drugs charges [([except] [and] charges for 

the administration of the drugs)] received other than while Hospital Inpatient Confined; or] 
[194] 
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[dddd. Treatment or Service for maxillary and mandibular osteotomies; or] 
[195] 

[eeee. Treatment or Service with growth hormones [for adult growth hormone deficiencies 
[and]] [for idiopathic short stature]; or] 

[196] 
[ffff. Treatment or Service for reduction mammoplasty [(except when following a 

mastectomy); or] 
[197] 

[gggg. Drugs or medicines which are eligible for coverage under the Prescription Drugs 
Expense Insurance section of this Group Policy, including those for which benefits are 
not payable under that section of this Group Policy, for whatever reason][.] 
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PART IV - BENEFITS 
 

Section B1 (1) - Utilization Management Program 
 
 
Article 1 - Applicability 

[198][ 
The provisions of this section will apply to all Members [and Dependents] who are covered 
under the Comprehensive Medical Expense Insurance benefits as described in PART IV, 
Sections B (1) through B (18). 
 
 
Article 2- Definitions Applicable to the Utilization Management Program 
 
Concurrent Review 
 
Utilization Review conducted during a patient's Hospital stay or course of treatment. 
 
Continued Stay Review 
 
A review by The Principal of a Physician's report of the need for continued Hospital Inpatient 
Confinement to determine if the continued stay is for [Medically Necessary Care][a Covered 
Charge]. 
 
Health Professional 
 
An individual who: 
 
a. has undergone formal training in a health care field; 
 
b. holds an associate or higher degree in a health care field, or holds a state license or state 

certificate in a health care field; and 
 
c. has professional experience in providing direct patient care. 
 
[Hospital Admission Review 

 
A review by The Principal of a Physician's report of the need for Hospital Inpatient Confinement 
(scheduled or emergency) to determine if the admission is for [Medically Necessary Care][a 
Covered Charge].] 
 
Initial Clinical Review(er) 
 
Clinical review conducted by appropriate licensed or certified Health Professionals.  Initial 
Clinical Review staff may approve requests for admissions, procedures, and services that meet 
clinical review criteria, but must refer requests that do not meet clinical review criteria to a Peer 
Clinical Reviewer for certification or Noncertification. 
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Noncertification 
 
A decision by The Principal that an admission, continued stay, or other health care service has 
been reviewed and, based upon the information provided, does not meet the requirements of The 
Principal for [Medically Necessary Care][a Covered Charge], appropriateness, health care 
setting, level of care or effectiveness, and the request is therefore denied, reduced, or terminated.  
 
Notification of Utilization Review Services 
 
Receipt of necessary information to initiate review of a request for Utilization Review services to 
include the patient’s name and Member’s name (if different from patient’s name), attending 
Physician’s name, treatment facility’s name, diagnosis and date of service.  
 
Ordering Provider 
 
The Physician or other provider who specifically prescribes the health care service being 
reviewed. 
 
Peer Clinical Review(er) 
 
Clinical review conducted by a Physician or other Health Professional when a request for an 
admission, procedure, or service was not approved during the Initial Clinical Review. 
 
In the case of an appeal review, the Peer Clinical Reviewer is a Physician or other Health 
Professional who holds an unrestricted license and is in the same or similar specialty as typically 
manages the medical condition, procedures, or treatment under review.  Generally, as a peer in a 
similar specialty, the individual must be in the same profession, i.e., the same licensure category 
as the Ordering Provider. 
 
[Pretreatment Review 
 
A review by The Principal of a Physician's report of the need for a listed service to determine if 
the service is for [Medically Necessary Care] [a Covered Charge].] 
 
Prospective Review 
 
Utilization Review conducted prior to a patient's stay in a Hospital or other health care facility or 
course of treatment, including any required preauthorization or precertification. 
 
Retrospective Review 
 
Utilization Review conducted after the patient is discharged from a Hospital or other health care 
facility or has completed a course of treatment. 
 
[Second Opinion 
 
An opportunity or requirement to obtain a clinical evaluation by a provider other than the 
provider originally making a recommendation for a proposed Treatment or Service to assess the 
clinical necessity and appropriateness of the proposed service.] 
 



  
PART IV - BENEFITS 

 
GC 5017 (R) Section B1 (1) - Utilization Management Program, Page 3 

 
[Second Opinion Consultation Charges 
 
Covered Charges for: 
 
a. consultation with a Second Opinion Physician to obtain a second or third opinion prior to a 

surgery for which a Second Opinion is recommended; and 
 
b. necessary diagnostic, x-ray or laboratory examinations performed in connection with such 

consultation.] 
 
Urgent Review 
 
Utilization Review that must be completed sooner than a Prospective Review in order to prevent 
serious jeopardy to the Member or the patient’s life or health or the ability to regain maximum 
function, or in the opinion of a Physician with knowledge of the Member or patient’s medical 
condition, would subject the Member or patient to severe pain that cannot be adequately 
managed without treatment.  Whether or not there is a need for an Urgent Review is based upon 
the decision of The Principal using the judgment of a prudent layperson who possesses an 
average knowledge of health and medicine.   
 
Utilization Review 
 
A set of formal techniques designed to monitor the use of or evaluate the clinical necessity, 
appropriateness, efficacy or efficiency of health care services, procedures, providers, or facilities. 
 
 
Article 3 - Payment Conditions - Utilization Management Requirements 

[199] 
Comprehensive Medical benefits payable for [Hospital Inpatient Confinement Charges][,] [and] 
[Observation Services [in excess of [47] consecutive hours]] [and] [all charges incurred for 
services listed below under Pretreatment Review] [will][may] be reduced [by [25%] [(as 
described in Article 6-Benefit Penalty)]] [and no benefits will be paid] unless: 
 

 a. For [Hospital Inpatient Confinement Charges], a [Hospital Admission Review] 
[Prenotification] is requested from The Principal by a Member, [a Dependent,] or a 
designated patient representative as soon as a [Hospital Inpatient Confinement] is 
scheduled, but no later than [two business days before] [the day of] a [Hospital Inpatient 
Confinement], for other than a Medical Emergency; and for a Medical Emergency, [within 
two business days ] [the next [business] [calendar] day ]of a [Hospital Inpatient 
Confinement.]   

[200] 
[Medical Emergency Admissions are subject to review for medically appropriate care from 
the first day of admission.] 

[201] 
If a [Hospital Admission Review] [Prenotification] is not requested in a timely manner as 
specified above, benefits [will] [may] be reduced as described in Article 6 – Benefit 
Penalty.  
 
Benefits will be payable only for that part of the [Hospital Inpatient Confinement Charges] 
The Principal determines to be [Medically Necessary Care][a Covered Charge]. 
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Certain exceptions apply to Hospital Inpatient Confinement for childbirth and mastectomy 
and services incidental to a mastectomy as described in Article 4 below. 

[202] 
[b. For Observation Services [in excess of [47] consecutive hours], an [Observation Review] 

from The Principal must be requested by a Member, [Dependent] or a designated patient 
representative within the next [calendar] [business] day once Observation Services 
[exceed [47] consecutive hours]. 

 
If an [Observation Review] is not requested as required above, benefits [will] [may] be 
reduced as described in Article 6 – Benefit Penalty. 

 
Benefits will be payable only for that part of the [Observation Services [in excess of [47] 
consecutive hours]] The Principal determines to be [Medically Necessary Care] [a 
Covered Charge].] 
 

c. For all charges incurred for services listed under Pretreatment Review in this section, a 
Pretreatment Review is requested from The Principal by a Member, [a Dependent,] or a 
designated patient representative as soon as the service is scheduled but no later than the 
day the service begins or is continued, unless it is demonstrated that a Medical Emergency 
existed. 

 
Benefits will be payable only for services The Principal determines to be [Medically 
Necessary Care][a Covered Charge].] 

[203] 
[Charges incurred for room, board and other usual services, including Physician Hospital 
Services that are in excess of those approved by The Principal for Hospital Inpatient 
Confinement will not be considered Covered Charges.] 
 
 
Article 4 – [Hospital Admission Review] [Prenotification] 
 
A [Hospital Admission Review by The Principal] [Prenotification] is required for all Hospital 
Inpatient Confinements (scheduled or emergency). 
 
The following exception applies to Hospital Inpatient Confinement for childbirth. 
 
a. For childbirth, [Medically Necessary Care][Covered Charge] requirements are waived and 

a [Hospital Admission Review] [Prenotification] is not required for mother and baby, for: 
 

(1) a 48-hour Hospital Inpatient Confinement following vaginal delivery, not counting 
the day of delivery; or 

(2) a 96-hour Hospital Inpatient Confinement following cesarean section, not counting 
the day of delivery. 

 
b. For mastectomy, [Medically Necessary Care][Covered Charge] requirements are waived 

and a [Hospital Admission Review] [Prenotification] is not required for a 48-hour Hospital 
Inpatient Confinement following a mastectomy. 
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A request for review by The Principal of the need for continued Hospital Inpatient 
Confinement for mother or baby beyond the automatically approved time period stated 
above must be made by the Member, [a Dependent,] or a designated patient representative 
before the end of that time period. 

 
If the Member, [or Dependent,] or a designated patient representative fails to [request a Hospital 
Admission Review] [Prenotify] as specified in this Article, benefits will be reduced as described 
in Article 6 below.  Exception:  For all Hospital Inpatient Confinement Charges incurred beyond 
the 48-hour or 96-hour automatically approved Hospital Inpatient Confinement for childbirth or 
mastectomy, the penalty will be applied beginning the day after the automatically approved time 
period ends.  Except as waived above, no benefits will be payable for any Treatment or 
Service that is not [for Medically Necessary Care][a Covered Charge]. 
 
[In no event are benefits payable under this Group Policy for normal pregnancy.  Benefits are 
payable only for Complications of Pregnancy as defined in PART IV, Section B (18).] 

 
[For the purpose of these requirements, "Hospital Admission Review" means review by The 
Principal of a Physician's report of the need for a Hospital Inpatient Confinement, scheduled or 
emergency, (unless it is for an automatically approved Hospital Inpatient Confinement for 
childbirth or mastectomy).] 
 
[For the purpose of these requirements, “Prenotification” means notification to The Principal by 
the Member, [Dependent] or designated representative prior to the Hospital Inpatient 
Confinement.] 
 
[For the purpose of these requirements, “Observation Review” means notification to The 
Principal by the Member, [Dependent] or designated representative prior to Observation 
Services [in excess of [47] consecutive hours].] 
 
[The report (verbal or Written) must include the: 
 
a. reason(s) for the Hospital Inpatient Confinement; and 
 
b. significant symptoms, physical findings, and treatment plan; and 
 
c. procedures performed or to be performed during the Hospital Inpatient Confinement; and 
 
d. estimated length of the Hospital Inpatient Confinement.] 
 
If a Hospital Inpatient Confinement will exceed the approved number of days, The Principal will 
initiate a Continued Stay Review.  For the purpose of these requirements, "Continued Stay 
Review" means a review by the Principal of a Physician's report of the need for continued 
Hospital Inpatient Confinement. 
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The report (verbal or Written) must include the: 
 
a. reason(s) for requesting continued Hospital Inpatient Confinement; and 
 
b. significant symptoms, physical findings, and treatment plan; and 
 
c. procedures performed or to be performed during the Hospital Inpatient Confinement; and 
 
d. estimated length of the continued Hospital Inpatient Confinement. 
 
 
[Article 5 - Pretreatment Review] 

[204] 
A Pretreatment Review by The Principal [is][may be] required for the services listed below. 
 
[This list of services is subject to change.]  [A Member should visit The Principal website at 
www.principal.com or call the benefit telephone number on the Member’s identification card to 
obtain a complete list of services that require Pretreatment Review.] 
 
If a Member, [a Dependent,] or a designated patient representative fails to request a Pretreatment 
Review as soon as the service is scheduled, but no later than [the day the service begins or 
continues] [[two] business days prior to the Treatment or Service], benefits [will] [may] be 
reduced as described below, unless it is demonstrated that a Medical Emergency existed.  No 
benefits will be payable for any Treatment or Service that is not [for Medically Necessary 
Care][a Covered Charge]. 
 

[Gynecology Services 
 

[- Dilation and Curettage] 
[- Hysterectomy] 
[- Pelvic Laparoscopy]] 

 
[[Mental Health or Behavioral Treatment Services and Alcohol or Drug Abuse 
Treatment Services][Mental Health, Behavioral, Alcohol or Drug Abuse Treatment 
Services] 
 

[If Pretreatment Review is not requested in a timely manner as specified above, 
benefits [will] [may] be reduced by [25%] [to the combined calendar year 
maximum] as described below in Article 6 – Benefit Penalty.] 
 
[- Outpatient Services] 
[- Partial Hospitalization or Day Treatment Services] 
 
[See [Mental Health or Behavioral Treatment Services and Alcohol or Drug Abuse 
Treatment Services][Mental Health, Behavioral, Alcohol or Drug Abuse Treatment 
Services] in PART IV, Section B (4) of this Group Policy.] ] 

 
[Otolaryngology Services 

 
[- Tonsillectomy] 
[- Tonsillectomy and Adenoidectomy] 
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[- Tonsillectomy, Adenoidectomy, and Tympanotomy Tube Insertion] 
[- Sinus Surgery]] 

 
[Orthopedic Services 

 
[- Carpal Tunnel Release] 
[- Lumbar Laminectomy] 
[- Lumbosacral Spinal Fusion] 
[- Spinal Manipulation]] 

 
[Non-emergent [Outpatient] Advanced Imaging Services 

 
[If Pretreatment Review is not requested in a timely manner as specified above, no 
benefits will be payable.] 
 
[- CT/CTA Scan] 
[- MRI/MRA] 
[- PET] 
[- SPECT] 
[- Nuclear cardiology imaging] 
[- other similar imaging tests] 
 
[See Advanced Imaging Services in PART IV, Section B (9A) of this Group 
Policy.]] 

 
[Transplants (except cornea and skin)] 
 
[NOTE:  See Transplant Services in PART IV, Section B (5) of this Group Policy.]] 
 
[Procedures that may be considered Cosmetic Surgery 
 
 [- Blepharoplasty/canthopexy/cantholplasty/brow ptosis] 
 [- Lipectomy or excess fat/skin removal (including panniculectomy)] 
 [- Rhinoplasty/septoplasty/rhytidectomy] 
 [- Pectus excavatum repair] 
 [- Breast reconstruction unrelated to breast cancer 
 [- Breast reduction/mammoplasty] 
 [- Breast augmentation] 
 [- Sclerotherapy or surgery for varicose veins]] 
 
[Other procedures and Services 
 
 [- Cyberknife/Gammaknife/Other radiosurgical procedures] 
 [- Somatosenory evoken potential studies] 
 [- Cognitive skills development] 
 [- Hyperbaric Oxygen Therapy] 
 [- Osteochondral allograft/knee] 
 [- Cochlear device and/or implantation] 
 [- Negative pressure wound therapy pump] 
 [- Artificial Intervertebral disc surgery] 
 [- Spinal Fusion] 



  
PART IV - BENEFITS 

 
GC 5017 (R) Section B1 (1) - Utilization Management Program, Page 8 

 [- Uvulopalatopharyngoplasty, including laser-assisted procedures] 
 [- Genetic testing] 
 [- Use of Bone Morphogenic Protein] 
 [- OncoType DX] 
 [- CT Colonscopy/Capsular endoscopy] 

 [- Orthognathic surgery procedures, bone grafts, osteotomies and surgical 
management of the temporomandibular joint] 

 [- Dental implants resulting from an accident] 
 [- Oral appliances] 
 [- Dialysis] 
 [- Total or Partial Knee Replacement] 
 [- Total or Partial Hip Replacement]] 
 
[Home Health Care and Home Infusion Services 
 
 [- All home health care services, including home uterine monitoring and home 

infusion services]] 
 
[Durable Medical Equipment and Prosthetics 
 
 [- Selected durable medical equipment and prosthetics] 
 [- Limb prosthetics] 
 [- Customized braces and orthotics]] 
 
[Elective (non-emergent) transportation 
 
 [- ambulance] 
 [- all transfers via air ambulance]] 

 
[Self Administered] [Provider Administered] Specialty Prescription Drugs  
 

[If Pretreatment Review is not requested in a timely manner as specified above, no 
benefits will be payable.] 

 
[If Pretreatment Review is not requested in a timely manner as specified above, 
benefits [will] [may] be reduced by [25%] [to the combined calendar year 
maximum] as described below in Article 6 – Benefit Penalty.] 

 
 [- Prior authorizations are required for [Self Administered] [Provider 

Administered] Specialty Prescription Drugs.  Please refer to this drug list 
available on-line at the Principal Life Insurance Company website 
www.principal.com. If the Member [or Dependent] does not have internet 
access, a paper copy of this list may be requested by calling Principal Life 
Insurance Company at the number shown on the Member’s ID card.] 

 
[See [Provider Administered] Specialty Prescription Drugs in PART IV, Section B 
(3) for benefit penalties that may apply.]  
 
[See [Self Administered] Specialty Prescription Drugs in PART IV, Section B1 (2) 
for benefit penalties that may apply.] 
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For the purpose of these requirements, a "Pretreatment Review" means a review by The Principal 
of a Physician's report of a proposed service on the Pretreatment Review list, unless the service is 
a Medical Emergency. 
 
The report (verbal or Written) must include the: 
 
a. reason(s) for the proposed service; and 
 
b. significant symptoms, physical findings, treatment history, and proposed treatment plan.] 
 
 
Article 6 – Benefit Penalty 

[205] 
[The [25%] reduction in benefits payable is a penalty for failure to comply with any of the 
Utilization Management Requirements listed.  The reduction: 
 
a. will not count toward satisfaction of the Out-of-Pocket Expense limits amount shown in 

PART IV, Section B (2), Article [2]; and 
 
b. will not exceed [$2,000] per individual each calendar year.]] 
 
The [$2,000] amount listed above may be satisfied by any one (or any combination) of the 
[Covered Charges][Medically Necessary Care benefits]:  
 
a. [Utilization Management Requirement for [Hospital Inpatient Confinement Charges][,] 

[Observations Services [in excess of [47] consecutive hours]].] 
 
[b. [Pretreatment Review for [Mental Health or Behavioral Treatment Services and Alcohol or 

Drug Abuse Treatment Services][Mental Health, Behavioral, Alcohol or Drug Abuse 
Treatment Services][,][Outpatient][Advanced Imaging Services] [,] [and] [Provider 
Administered] Specialty Prescription Drugs].]] 

 
[b. [Treatment and Services requiring Pretreatment Review as shown in PART IV, Section B1 

(1) - Article [5].]] 
 
[In addition to the benefit reduction described above, see [[Provider Administered] Specialty 
Prescription Drugs in PART IV, Section B (3)] [Outpatient Services [and for Partial 
Hospitalization or Day Treatment Services] as described in [Mental Health or Behavioral 
Treatment Services and Alcohol or Drug Abuse Treatment Services][Mental Health, Behavioral, 
Alcohol or Drug Abuse Treatment Services] in PART IV, Section B (4)] [Transplants Services in 
PART IV, Section B (5)] [Outpatient] [Advanced Imaging Services in PART IV, Section B (9A)] 
[Home Health Care and Home Infusion Therapy Services in PART IV, Section B (11)] [and] 
[Skilled Nursing Facility Confinement in PART IV, Section B (15)] for additional prior approval 
requirements.]   
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Article 7 - Utilization Review Program 
 

Notice of Utilization Review 
 
For purposes of satisfying the claims processing requirements, receipt of claim will be 
considered to be met when The Principal receives Notification of Utilization Review Services.   
 
If the Member [Dependent] or designated patient representative fails to follow the procedures of 
The Principal for filing a claim for a [Hospital Admission Review][Prenotification], a 
Prospective Review, or an Urgent Review, The Principal will notify the Member [Dependent] or 
designated patient representative of the failure and the proper procedures to be followed. 
 
a. Prospective Review  
 

For an initial Prospective Review, a decision and notification of the decision will be made 
within 15 calendar days of the date The Principal receives Notification of Utilization 
Review Services.   If a decision cannot be made due to insufficient information, The 
Principal will either issue a Noncertification or send an explanation of the information 
needed to complete the review prior to expiration of the 15 calendar days.  If The Principal 
does not issue a Noncertification and requests additional information to complete the 
review, the Member, the patient, the attending Physician or other Ordering Provider, or the 
facility rendering the service is permitted up to 45 calendar days to provide the necessary 
information.  The Principal will render a decision within 15 calendar days of either 
receiving the necessary information or the expiration of 45 calendar days, if no additional 
information is received.  For certifications, The Principal will provide notification to the 
attending Physician or other Ordering Provider, the facility rendering service and the 
Member or patient.  Upon request, The Principal will provide Written notification of the 
certification.  For Noncertifications, notification will be made in Writing to the attending 
Physician or other Ordering Provider, the facility rendering service and the Member or 
patient. 

 
b. Urgent Prospective Review 

 
For Urgent Review of a Prospective Review, a decision and notification of the decision will 
be made within 72 hours of the date The Principal receives Notification of Utilization 
Review Services. If a decision cannot be made due to insufficient information, The 
Principal will either issue a Noncertification or send an explanation of the information 
needed to complete the review within 24 hours of receipt of Notification of Utilization 
Review Services.  If The Principal does not issue a Noncertification and requests additional 
information to complete the review, the Member, the patient, the attending Physician or 
other Ordering Provider, or the facility rendering the service is permitted up to 48 hours to 
provide the necessary information.  The Principal will render a decision within 48 hours of 
either receiving the necessary information or if no additional information is received, the 
expiration of the 48 hours to provide the specified additional information.  For 
certifications, The Principal will provide notification to the attending Physician or other 
Ordering Provider, the facility rendering service and the Member or patient.  Upon request, 
The Principal will provide Written notification of the certification. For Noncertifications, 
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notification will be made in Writing to the attending Physician or other Ordering Provider, 
the facility rendering service and the Member or patient. 

 
c. Concurrent Review 

 
For a Concurrent Review that does not involve an Urgent Concurrent Review, a request to 
extend a course of treatment beyond the period of time or number of treatments previously 
approved by The Principal will be decided within the timeframes and according to the 
requirements for Prospective Review. 

 
For an Urgent Concurrent Review, a request to extend a course of treatment beyond the 
period of time or number of treatments previously approved by The Principal will be 
decided and notification of the decision will be made within 24 hours of receipt of the 
Notification of Utilization Review Services if the request is made at least 24 hours prior to 
the expiration of the previously approved period or number of treatments.  If a request is 
made less than 24 hours prior to the expiration of the previously approved period or 
number of treatments, a decision and notification of the decision will be made within 72 
hours of receipt of the Notification of Utilization Review Services. 

 
d. Retrospective Review 
 
 For a Retrospective Review, a decision and notification of the decision will be made within 

30 calendar days after The Principal receives Notification of Utilization Review Services.  
If a decision cannot be made due to insufficient information, The Principal will either issue 
a Noncertification or send an explanation of the information needed to complete the review 
prior to the expiration of the 30 calendar days.  If The Principal does not issue a 
Noncertification and requests additional information to complete the review, the Member, 
the patient, the attending Physician or other Ordering Provider, or the facility rendering the 
service is permitted up to 45 calendar days to provide the necessary information.  The 
Principal will render a decision within 15 calendar days of either receiving the necessary 
information or the expiration of 45 calendar days, if no additional information is received.  
For certifications, The Principal will provide notification to the attending Physician or other 
Ordering Provider, the facility rendering service and the Member or patient.  Upon request, 
The Principal will provide Written notification of the certification.  For Noncertifications, 
notification will be made in Writing to the attending Physician or other Ordering Provider, 
the facility rendering service and the Member or patient. 

 
e. Request for Reconsideration 
 

When an initial decision is made not to certify an admission or other service and no peer-
to-peer conversation has occurred, the Peer Clinical Reviewer that made the initial decision 
will be made available within one (1) business day to discuss the Noncertification decision 
with the attending Physician or other Ordering Provider upon their request.  If the original 
Peer Clinical Reviewer is not available, another Peer Clinical Reviewer will be made 
available to discuss the review. 

 
At the time of the conversation, if the reconsideration process is unable to resolve the 
difference of opinion regarding a decision not to certify, the Member, [or Dependent,] or a 
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designated patient representative will be informed of their right to initiate an appeal and 
the procedure to do so. For certifications, The Principal will provide notification to the 
attending Physician or other Ordering Provider, the facility rendering service and the 
Member or patient.  Upon request, The Principal will provide Written notification of the 
certification.  For Noncertifications, notification will be made in Writing to the attending 
Physician or other Ordering Provider, the facility rendering service and the Member or 
patient. 

 
f. Appeal of Noncertifications 
 
 The Member, [Dependent], or a designated patient representative has the right to request 

two appeal reviews of any utilization management decision by telephone, fax, or in 
Writing.  The Principal will make a full and fair review of the Noncertification.  The first 
level of appeal review must be completed before filing a civil action or pursuing any other 
legal remedies.   

 
g. Expedited Appeal Review and Voluntary Appeal Review 

[206] 
 An Expedited Appeal Review is a request, usually by telephone but can be Written, for a 

review of a decision not to certify an Urgent Review.  An Expedited Appeal Review must 
be requested within 180 calendar days of the receipt of a Noncertification.   

 
 A decision and notification of the decision on the expedited appeal of an Urgent Review 

decision will be made within 72 hours from request of an expedited appeal review. Written 
or electronic notification of the appeal review outcome will be provided. 

 
 If the Noncertification is affirmed on the appeal review, the Member, [or Dependent,] or a 

designated patient representative can request a voluntary appeal.  The appeal may be 
requested by telephone, fax or in Writing. The Member, [or Dependent,] or a designated 
patient representative may submit Written comments, documents, records and other 
information relating to the request for appeal.  The Principal will make a decision within 30 
calendar days of request for a voluntary appeal.  However, if the appeal cannot be 
processed due to incomplete information, The Principal will send a Written explanation of 
the additional information that is required or an authorization for the Member, [or 
Dependent,] or a designated patient representative’s Signature so information can be 
obtained from the attending Physician or other Ordering Provider.  This information must 
be sent to The Principal within 45 calendar days of the date of the Written request for the 
information or as required by state law.  Failure to comply with the request for additional 
information could result in declination of the appeal.  A decision will be made and 
notification of the outcome will be provided within 30 calendar days of the receipt of all 
necessary information to properly review the appeal request or as required by state law.   

 
 Election of a second appeal is voluntary and does not negate the Member or patient’s right 

to bring civil action following notification of the decision rendered during the expedited 
appeal, nor does it have any effect on the Member or patient’s rights to any other benefit 
under this Group Policy.  The Principal offers the voluntary appeal process in an effort that 
the claim may be resolved in good faith without legal intervention.  At anytime during the 
second appeal process, the Member or the patient may file a civil action or pursue any other 
legal remedies.   
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 Note:  The expedited appeal process does not apply to Retrospective Reviews.   
 
h. Standard Appeal Review and Voluntary Appeal Review 

[206] 
A standard appeal may be requested either in Writing or verbally.  It must be requested 
within 180 calendar days of the receipt of a Noncertification.  A decision and notification 
of the decision will be made in Writing to the Member, [or Dependent,] or a designated 
patient representative.   
 
If the Noncertification is affirmed on the appeal review, the Member, [or Dependent,] or a 
designated patient representative can request a voluntary appeal.  The appeal may be 
requested by telephone, fax or in Writing.  The Member, [or Dependent,] or a designated 
patient representative may submit Written comments, documents, records, and other 
information relating to the request for appeal.  The Principal will make a decision within 30 
calendar days of request for a voluntary appeal.  However, if the appeal cannot be 
processed due to incomplete information, The Principal will send a Written explanation of 
the additional information that is required or an authorization for the Member [or 
Dependent,] or a designated patient representative’s Signature so information can be 
obtained from the attending Physician or other Ordering Provider.  This information must 
be sent to The Principal within 45 calendar days of the date of the Written request for the 
information or as required by state law.  Failure to comply with the request for additional 
information could result in declination of the appeal.  A decision will be made and 
notification of the outcome will be provided within 30 calendar days of the receipt of all 
necessary information to properly review the appeal request or as required by state law.   
 
Election of a second appeal is voluntary and does not negate the Member or patient’s right 
to bring civil action following notification of the decision rendered during the standard 
appeal, nor does it have any effect on the Member or patient’s rights to any other benefit 
under this Group Policy.  The Principal offers the voluntary appeal process in an effort that 
the claim may be resolved in good faith without legal intervention.  At anytime during the 
second appeal process, the Member or the patient may file a civil action or pursue any 
other legal remedies.   
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 PART IV – BENEFITS 
 
 Section B1 (1A) - Utilization Management Program 
 

[198] 
Article 1 - Applicability 
 
The provisions of this section will apply to all Members [and Dependents] who are covered 
under the Comprehensive Medical Expense Insurance benefits as described in PART IV, 
Sections A (1) through A (18). 
 
 
Article 2 - Definitions Applicable to the Utilization Management Program 
 
Concurrent Review 
 
Utilization Review conducted during a patient's Hospital stay or course of treatment. 
 
Continued Stay Review 
 
A review by The Principal of a Physician's report of the need for continued Hospital Inpatient 
Confinement to determine if the continued stay is for [Medically Necessary Care] [a Covered 
Charge]. 
 
Health Professional 
 
An individual who: 
 
a. has undergone formal training in a health care field; 
 
b. holds an associate or higher degree in a health care field, or holds a state license or state 

certificate in a health care field; and 
 
c. has professional experience in providing direct patient care. 
 
[Hospital Admission Review 

 
A review by The Principal of a Physician's report of the need for Hospital Inpatient Confinement 
(scheduled or emergency) to determine if the admission is for [Medically Necessary Care] [a 
Covered Charge.]] 
 
Initial Clinical Review(er) 
 
Clinical review conducted by appropriate licensed or certified Health Professionals.  Initial 
Clinical Review staff may approve requests for admissions, procedures, and services that meet 
clinical review criteria, but must refer requests that do not meet clinical review criteria to a Peer 
Clinical Reviewer for certification or Noncertification. 
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Noncertification 
 
A decision by The Principal that an admission, continued stay, or other health care service has 
been reviewed and, based upon the information provided, does not meet the requirements of The 
Principal for [Medically Necessary Care,] [a Covered Charge,]  appropriateness, health care 
setting, level of care or effectiveness, and the request is therefore denied, reduced, or terminated. 
 
Notification of Utilization Review Services 
 
Receipt of necessary information to initiate review of a request for Utilization Review services to 
include the patient’s name and Member’s name (if different from patient’s name), attending 
Physician’s name, treatment facility’s name, diagnosis and date of service.  
 
 
Ordering Provider 
 
The Physician or other provider who specifically prescribes the health care service being 
reviewed. 
 
Peer Clinical Review(er) 
 
Clinical review conducted by a Physician or other Health Professional when a request for an 
admission, procedure, or service was not approved during the Initial Clinical Review. 
 
In the case of an appeal review, the Peer Clinical Reviewer is a Physician or other Health 
Professional who holds an unrestricted license and is in the same or similar specialty as typically 
manages the medical condition, procedures, or treatment under review.  Generally, as a peer in a 
similar specialty, the individual must be in the same profession, i.e., the same licensure category 
as the Ordering Provider. 
 
[Pretreatment Review 
 
A review by The Principal of a Physician's report of the need for a listed service to determine if 
the service is [for Medically Necessary Care] [a Covered Charge].] 
 
Prospective Review 
 
Utilization Review conducted prior to a patient's stay in a Hospital or other health care facility or 
course of treatment, including any required preauthorization or precertification. 
 
Retrospective Review 
 
Utilization Review conducted after the patient is discharged from a Hospital or other health care 
facility or has completed a course of treatment. 
 
[Second Opinion 
 
An opportunity or requirement to obtain a clinical evaluation by a provider other than the 
provider originally making a recommendation for a proposed Treatment or Service to assess the 
clinical necessity and appropriateness of the proposed service.] 



  
PART IV - BENEFITS 

 
GC 5018 (R) Section B1 (1A) - Utilization Management Program, Page 3 

[Second Opinion Consultation Charges 
 
Covered Charges for: 
 
a. consultation with a Second Opinion Physician to obtain a second or third opinion prior to a 

surgery for which a Second Opinion is recommended; and 
 
b. necessary diagnostic, x-ray or laboratory examinations performed in connection with such 

consultation.] 
 
Urgent Review 
 
Utilization Review that must be completed sooner than a Prospective Review in order to prevent 
serious jeopardy to the Member or the patient’s life or health or the ability to regain maximum 
function, or in the opinion of a Physician with knowledge of the Member or patient’s medical 
condition, would subject the Member or patient to severe pain that cannot be adequately 
managed without treatment.  Whether or not there is a need for an Urgent Review is based upon 
the decision of The Principal using the judgment of a prudent layperson who possesses an 
average knowledge of health and medicine.    
 
Utilization Review 
 
A set of formal techniques designed to monitor the use of or evaluate the clinical necessity, 
appropriateness, efficacy or efficiency of health care services, procedures, providers, or facilities. 
 
 
Article 3 - Payment Conditions -Utilization Management Requirements (Applicable to 
medical care received from [[Preferred] [Network] Providers)] [and] [Non-[Preferred] 
[Network] Providers)] 

[199] 
Comprehensive Medical benefits payable for [Hospital Inpatient Confinement Charges,] [and] 
[Observation Services [in excess of [47] consecutive hours]] [and] [all charges incurred for 
services listed below under Pretreatment Review] [will][may] be reduced [by [25%] [(as 
described in Article 6-Benefit Penalty)]] [and no benefits will be paid] unless: 
 

 a. For [Hospital Inpatient Confinement Charges], a [Hospital Admission Review] 
[Prenotification] from The Principal is requested by a Member, [a Dependent,] or a 
designated patient representative as soon as a [Hospital Inpatient Confinement] is 
scheduled, but no later than [two business days before] [the day of] a [Hospital Inpatient 
Confinement] for other than a Medical Emergency, and for a Medical Emergency, [within 
two business days] [the next [business] [calendar] day] of a [Hospital Inpatient 
Confinement.] 

[200] 
[Medical Emergency Admissions are subject to review for medically appropriate care from 
the first day of admission.] 

[201] 
If a [Hospital Admission Review] [Prenotification] is not requested in a timely manner as 
specified above, benefits [will] [may] be reduced as described in Article 6 – Benefit 
Penalty.  
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Benefits will be payable only for that part of the [Hospital Inpatient Confinement 
Charges]The Principal determines to be [Medically Necessary Care] [a Covered Charge]. 
 
Certain exceptions apply to Hospital Inpatient Confinement for childbirth and mastectomy 
and services incidental to a mastectomy as described in Article 4 below. 

[202] 
[b. For Observation Services [in excess of [47] consecutive hours], an [Observation Review] 

from The Principal must be requested by a Member, [Dependent] or a designated patient 
representative within the next [calendar] [business] day once Observation Services 
[exceed [47] consecutive hours]. 

 
If an [Observation Review] is not requested as required above, benefits [will] [may] be 
reduced as described in Article 6 – Benefit Penalty. 

 
Benefits will be payable only for that part of the [Observation Services [in excess of [47] 
consecutive hours]] The Principal determines to be [Medically Necessary Care] [a 
Covered Charge].] 

 
c. For all charges incurred for services listed under Pretreatment Review in this section, a 

Pretreatment Review is requested from The Principal by a Member, [a Dependent,] or a 
designated patient representative as soon as the service is scheduled but no later than the 
day the service begins or is continued, unless it is demonstrated that a Medical Emergency 
existed. 

 
Benefits will be payable only for services The Principal determines to be [Medically 
Necessary Care] [a Covered Charge].] 

[203] 
[Charges incurred for room, board and other usual services, including Physician Hospital 
Services that are in excess of those approved by The Principal for Hospital Inpatient 
Confinement will not be considered Covered Charges.] 
 
 
Article 4 – [Hospital Admission Review] [Prenotification] – (Applicable to medical care 
received from [[Preferred][Network] Providers)] [and] [Non-][Preferred][Network] 
Providers)] 
 
A [Hospital Admission Review] [Prenotification] by The Principal is required for all Hospital 
Inpatient Confinements (scheduled or emergency). 
 
The following exception applies to Hospital Inpatient Confinement for childbirth. 
 
a. For childbirth, [Medically Necessary Care][Covered Charge] requirements are waived and 

a [Hospital Admission Review] [Prenotification] is not required for mother and baby, for: 
 

(2) a 96-hour Hospital Inpatient Confinement following cesarean section, not counting 
the day of delivery. 

 
b. For mastectomy, [Medically Necessary Care][Covered Charge] requirements are waived 

and a [Hospital Admission Review] [Prenotification] is not required for a 48-hour Hospital 
Inpatient Confinement following a mastectomy. 
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A request for review by The Principal of the need for continued Hospital Inpatient Confinement 
for mother or baby beyond the automatically approved time period stated above must be made by 
the Member, [Dependent] or a designated patient representative before the end of that time 
period. 
 
If a Member [or Dependent] or a designated patient representative fails to request a [Hospital 
Admission Review] [Prenotification] as specified in this Article, benefits will be reduced as 
described in Article 6 below.  Exception:  For all Hospital Inpatient Confinement Charges 
incurred beyond the 48-hour or 96-hour automatically approved Hospital Inpatient Confinement 
for childbirth or mastectomy, the penalty will be applied beginning the day after the 
automatically approved time period ends.  Except as waived above, no benefits will be payable 
for any Treatment or Service that is not [for Medically Necessary Care] [a Covered 
Charge].] 
 
[In no event are benefits payable under this Group Policy for normal pregnancy.  Benefits are 
payable only for Complications of Pregnancy as defined in PART IV, Section A (18)] 

 
[For the purpose of these requirements, "Hospital Admission Review" means review by The 
Principal of a Physician's report of the need for a Hospital Inpatient Confinement, scheduled or 
emergency, (unless it is for an automatically approved Hospital Inpatient Confinement for 
childbirth or mastectomy).] 

 
[For the purpose of these requirements, “Prenotification” means notification to The Principal by 
the Member, [Dependent] or designated representative prior to the Hospital Inpatient 
Confinement.] 
 
[For the purpose of these requirements, “Observation Review”’ means notification to The 
Principal by the Member, [Dependent] or designated representative prior to Observation 
Services [in excess of [47] consecutive hours].] 
 
[The report (verbal or Written) must include the: 
 
a. reason(s) for the Hospital Inpatient Confinement; and 
 
b. significant symptoms, physical findings, and treatment plan; and 
 
c. procedures performed or to be performed during the Hospital Inpatient Confinement; and 
 
d. estimated length of the Hospital Inpatient Confinement.] 
 
If a Hospital Inpatient Confinement will exceed the approved number of days, The Principal will 
initiate a Continued Stay Review.  For the purpose of these requirements, "Continued Stay 
Review" means a review by The Principal of a Physician's report of the need for continued 
Hospital Inpatient Confinement. 
 
The report (verbal or Written) must include the: 
 
a. reason(s) for requesting continued Hospital Inpatient Confinement; and 
 
b. significant symptoms, physical findings, and treatment plan; and 
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c. procedures performed or to be performed during the Hospital Inpatient Confinement; and 
 
d. estimated length of the continued Hospital Inpatient Confinement. 
 
[Article 5 - Pretreatment Review (Applicable to medical care received from [[Preferred] 
[Network] Providers)] [and] [Non-][Preferred] [Network] Providers)] 

[204] 
A Pretreatment Review by The Principal [is] [may be] required for the services listed below. 
 
[This list of services is subject to change.]  [A Member should visit The Principal website at 
www.principal.com or call the benefit telephone number on the Member’s identification card to 
obtain a complete list of services that require Pretreatment Review.] 
 
If a Member, [a Dependent,] or a designated patient representative fails to request a Pretreatment 
Review as soon as the service is scheduled, but no later than [the day the service begins or 
continues] [[two] business days prior to the Treatment or Service], benefits [will] [may] be 
reduced as described  below, unless it is demonstrated that a Medical Emergency existed.  No 
benefits will be payable for any Treatment or Service that is not [for Medically Necessary 
Care] [a Covered Charge]. 
 

[Gynecology Services 
 

[- Dilation and Curettage] 
[- Hysterectomy] 
[- Pelvic Laparoscopy]] 

 
[[Mental Health or Behavioral Treatment Services and Alcohol or Drug Abuse 
Treatment Services][Mental Health, Behavioral, Alcohol or Drug Abuse Treatment 
Services] 
 

[If Pretreatment Review is not requested in a timely manner as specified above, 
benefits [will] [may] be reduced by [25%] [to the combined calendar year 
maximum] as described below in Article 6 – Benefit Penalty.] 
 
[- Outpatient Services] 
[- Partial Hospitalization or Day Treatment Services] 
 
[See [Mental Health or Behavioral Treatment Services and Alcohol or Drug Abuse 
Treatment Services][Mental Health, Behavioral, Alcohol or Drug Abuse Treatment 
Services] in PART IV, Section A (4) of this Group Policy.] ] 

 
 

[Otolaryngology Services 
 

[- Tonsillectomy] 
[- Tonsillectomy and Adenoidectomy] 
[- Tonsillectomy, Adenoidectomy, and Tympanotomy Tube Insertion] 
[- Sinus Surgery]] 

 
[Orthopedic Services 
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[- Carpal Tunnel Release] 
[- Lumbar Laminectomy] 
[- Lumbosacral Spinal Fusion] 
[- Spinal Manipulation]] 

 
[Non-emergent [Outpatient] Advanced Imaging Services 

 
[If Pretreatment Review is not requested in a timely manner as specified above, no 
benefits will be payable.] 
 
[-  CT/CTA Scan] 
[- MRI/MRA] 
[- PET] 
[- SPECT] 
[- Nuclear cardiology imaging] 
[- other similar imaging tests] 
 
[See Advanced Imaging Services in PART IV, Section A (9A) of this Group 
Policy.]] 

 
[Transplants (except cornea and skin)] 
 
 [See Transplant Services in PART IV, Section A (5) of this Group Policy.]] 
 
[Procedures that may be considered Cosmetic Surgery 
 
 [- Blepharoplasty/canthopexy/cantholplasty/brow ptosis] 
 [- Lipectomy or excess fat/skin removal (including panniculectomy)] 
 [- Rhinoplasty/septoplasty/rhytidectomy] 
 [- Pectus excavatum repair] 
 [- Breast reconstruction unrelated to breast cancer 
 [- Breast reduction/mammoplasty] 
 [- Sclerotherapy or surgery for varicose veins]] 
 
[Other procedures and Services 
 
 [- Cyberknife/Gammaknife/Other radiosurgical procedures] 
 [- Somatosenory evoken potential studies] 
 [- Cognitive skills development] 
 [- Hyperbaric Oxygen Therapy] 
 [- Osteochondral allograft/knee] 
 [- Cochlear device and/or implantation] 
 [- Negative pressure wound therapy pump] 
 [- Artificial Intervertebral disc surgery] 
 [- Spinal Fusion] 
 [- Uvulopalatopharyngoplasty, including laser-assisted procedures] 
 [- Genetic testing] 
 [- Use of Bone Morphogenic Protein] 
 [- OncoType DX ] 
 [- CT Colonscopy/Capsular endoscopy] 
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 [- Orthognathic surgery procedures, bone grafts, osteotomies and surgical 
management of the temporomandibular joint] 

 [- Dental implants resulting from an accident] 
 [- Oral appliances] 
 [- Dialysis] 
 [- Total or Partial Knee Replacement] 
 [- Total or Partial Hip Replacement]] 
 
[Home Health Care and Home Infusion Services 
 
 [- All home health care services, including home uterine monitoring and home 

infusion services]] 
 
[Durable Medical Equipment and Prosthetics 
 
 [- Selected durable medical equipment and prosthetics] 
 [- Limb prosthetics] 
 [- Customized braces and orthotics]] 
 
[Elective (non-emergent) transportation 
 
 [- ambulance] 
 [- all transfers via air ambulance]] 
 
[Self Administered] [Provider Administered] Specialty Prescription Drugs  
 

[If Pretreatment Review is not requested in a timely manner as specified above, no 
benefits will be payable.] 

 
[If Pretreatment Review is not requested in a timely manner as specified above, 
benefits [will] [may] be reduced by [25%] [to the combined calendar year 
maximum] as described below in Article 6 – Benefit Penalty.] 

 
 [- Prior authorizations are required for [Self Administered] [Provider 

Administered] Specialty Prescription Drugs.  Please refer to this drug list 
available on-line at the Principal Life Insurance Company website 
www.principal.com. If the Member [or Dependent] does not have internet 
access, a paper copy of this list may be requested by calling Principal Life 
Insurance Company at the number shown on the Member’s ID card.] 

 
[See [Self Administered] [Provider Administered] Specialty Prescription Drugs in 
PART IV, Section A (3) for benefit penalties that may apply.]  
 
[See [Self Administered] Specialty Prescription Drugs in PART IV, Section B1 (2) 
for benefit penalties that may apply.] 

 
For the purpose of these requirements, a "Pretreatment Review" means a review by The Principal 
of a Physician's report of a proposed service on the Pretreatment Review list, unless the service is 
a Medical Emergency. 
 
The report (verbal or Written) must include the: 
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a. reason(s) for the proposed service; and 
 
b. significant symptoms, physical findings, treatment history, and proposed treatment plan.] 
 
 
Article 6 – Benefit Penalty 

[205] 
[The [25%] reduction in benefits payable is a penalty for failure to comply with any of the 
Utilization Management Requirements described above.  The reduction: 
 
a. will not count toward satisfaction of the Out-of-Pocket Expense limits amount shown in 

PART IV, Section A (2), Article [2]; and 
 
b. will not exceed [$2,000] per individual each calendar year.]] 
 
The [$2,000] amount listed above may be satisfied by any one (or any combination) of the 
[Covered Charges][Medically Necessary Care benefits]:  
 
a. [Utilization Management Requirement for [Hospital Inpatient Confinement Charges][,] 

[Observations Services [in excess of [47] consecutive hours]].] 
 
[b. [Pretreatment Review for [Mental Health or Behavioral Treatment Services and Alcohol or 

Drug Abuse Treatment Services][Mental Health, Behavioral, Alcohol or Drug Abuse 
Treatment Services][,][Outpatient][Advanced Imaging Services] [,] [and] [Provider 
Administered] Specialty Prescription Drugs].]] 

 
[b. [Treatment and Services requiring Pretreatment Review as shown in PART IV, Section B1 

(1A) - Article [5].]] 
 
[In addition to the benefit reduction described above, see [[Provider Administered] Specialty 
Prescription Drugs in PART IV, Section A (3)] [Outpatient Services [and for Partial 
Hospitalization or Day Treatment Services] as described in [Mental Health or Behavioral 
Treatment Services and Alcohol or Drug Abuse Treatment Services][Mental Health, Behavioral, 
Alcohol or Drug Abuse Treatment Services] in PART IV, Section A (4)] [Transplants Services in 
PART IV, Section A (5)] [Outpatient] [Advanced Imaging Services in PART IV, Section A (9A)] 
[Home Health Care and Home Infusion Therapy Services in PART IV, Section A (11)] [and] 
[Skilled Nursing Facility Confinement in PART IV, Section A (15)] for additional prior approval 
requirements.]   
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Article 7 - Utilization Review Program 
 

Notice of Utilization Review 
 
For purposes of satisfying the claims processing requirements, receipt of claim will be 
considered to be met when The Principal receives Notification of Utilization Review Services.   
 
If the Member [Dependent] or designated patient representative fails to follow the procedures of 
The Principal for filing a claim for a [Hospital Admission Review][Prenotification], a 
Prospective Review, or an Urgent Review, The Principal will notify the Member [Dependent] or 
designated patient representative of the failure and the proper procedures to be followed. 
 
a. Prospective Review 
 

For an initial Prospective Review, a decision and notification of the decision will be made 
within 15 calendar days of the date The Principal receives Notification of Utilization 
Review Services.   If a decision cannot be made due to insufficient information, The 
Principal will either issue a Noncertification or send an explanation of the information 
needed to complete the review prior to expiration of the 15 calendar days.  If The Principal 
does not issue a Noncertification and requests additional information to complete the 
review, the Member, the patient, the attending Physician or other Ordering Provider, or the 
facility rendering the service is permitted up to 45 calendar days to provide the necessary 
information.  The Principal will render a decision within 15 calendar days of either 
receiving the necessary information or the expiration of 45 calendar days, if no additional 
information is received.  For certifications, The Principal will provide notification to the 
attending Physician or other Ordering Provider, the facility rendering service and the 
Member or patient.  Upon request, The Principal will provide Written notification of the 
certification.  For Noncertifications, notification will be made in Writing to the attending 
Physician or other Ordering Provider, the facility rendering service and the Member or 
patient. 

 
b. Urgent Prospective Review 

 
For Urgent Review of a Prospective Review, a decision and notification of the decision will 
be made within 72 hours of the date The Principal receives Notification of Utilization 
Review Services. If a decision cannot be made due to insufficient information, The 
Principal will either issue a Noncertification or send an explanation of the information 
needed to complete the review within 24 hours of receipt of Notification of Utilization 
Review Services.  If The Principal does not issue a Noncertification and requests additional 
information to complete the review, the Member, the patient, the attending Physician or 
other Ordering Provider, or the facility rendering the service is permitted up to 48 hours to 
provide the necessary information.  The Principal will render a decision within 48 hours of 
either receiving the necessary information or if no additional information is received, the 
expiration of the 48 hours to provide the specified additional information.  For 
certifications, The Principal will provide notification to the attending Physician or other 
Ordering Provider, the facility rendering service and the Member or patient.  Upon request, 
The Principal will provide Written notification of the certification. For Noncertifications, 
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notification will be made in Writing to the attending Physician or other Ordering Provider, 
the facility rendering service and the Member or patient. 

 
c. Concurrent Review 

 
For a Concurrent Review that does not involve an Urgent Concurrent Review, a request to 
extend a course of treatment beyond the period of time or number of treatments previously 
approved by The Principal will be decided within the timeframes and according to the 
requirements for Prospective Review. 

 
For an Urgent Concurrent Review, a request to extend a course of treatment beyond the 
period of time or number of treatments previously approved by The Principal will be 
decided and notification of the decision will be made within 24 hours of receipt of the 
Notification of Utilization Review Services if the request is made at least 24 hours prior to 
the expiration of the previously approved period or number of treatments.  If a request is 
made less than 24 hours prior to the expiration of the previously approved period or 
number of treatments, a decision and notification of the decision will be made within 72 
hours of receipt of the Notification of Utilization Review Services. 

 
d. Retrospective Review 
 
 For a Retrospective Review, a decision and notification of the decision will be made within 

30 calendar days after The Principal receives Notification of Utilization Review Services.  
If a decision cannot be made due to insufficient information, The Principal will either issue 
a Noncertification or send an explanation of the information needed to complete the review 
prior to the expiration of the 30 calendar days.  If The Principal does not issue a 
Noncertification and requests additional information to complete the review, the Member, 
the patient, the attending Physician or other Ordering Provider, or the facility rendering the 
service is permitted up to 45 calendar days to provide the necessary information.  The 
Principal will render a decision within 15 calendar days of either receiving the necessary 
information or the expiration of 45 calendar days, if no additional information is received.  
For certifications, The Principal will provide notification to the attending Physician or other 
Ordering Provider, the facility rendering service and the Member or patient.  Upon request, 
The Principal will provide Written notification of the certification.  For Noncertifications, 
notification will be made in Writing to the attending Physician or other Ordering Provider, 
the facility rendering service and the Member or patient. 

 
e. Request for Reconsideration 
 

When an initial decision is made not to certify an admission or other service and no peer-
to-peer conversation has occurred, the Peer Clinical Reviewer that made the initial decision 
will be made available within one (1) business day to discuss the Noncertification decision 
with the attending Physician or other Ordering Provider upon their request.  If the original 
Peer Clinical Reviewer is not available, another Peer Clinical Reviewer will be made 
available to discuss the review. 

 
 At the time of the conversation, if the reconsideration process is unable to resolve the 

difference of opinion regarding a decision not to certify, the Member, [or Dependent,] or a 
designated patient representative will be informed of their right to initiate an appeal and 
the procedure to do so. For certifications, The Principal will provide notification to the 
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attending Physician or other Ordering Provider, the facility rendering service and the 
Member or patient.  Upon request, The Principal will provide Written notification of the 
certification.  For Noncertifications, notification will be made in Writing to the attending 
Physician or other Ordering Provider, the facility rendering service and the Member or 
patient. 

 
f. Appeal of Noncertifications 
 
 The Member, [Dependent], or a designated patient representative has the right to request 

two appeal reviews of any utilization management decision by telephone, fax, or in 
Writing.  The Principal will make a full and fair review of the Noncertification.  The first 
level of appeal review must be completed before filing a civil action or pursuing any other 
legal remedies.   

 
g. Expedited Appeal Review and Voluntary Appeal Review 

[206] 
 An Expedited Appeal Review is a request, usually by telephone but can be Written, for a 

review of a decision not to certify an Urgent Review.  An Expedited Appeal Review must 
be requested within 180 calendar days of the receipt of a Noncertification.   

 
 A decision and notification of the decision on the expedited appeal of an Urgent Review 

decision will be made within 72 hours from request of an expedited appeal review. Written 
or electronic notification of the appeal review outcome will be provided. 

 
 If the Noncertification is affirmed on the appeal review, the Member, [or Dependent,] or a 

designated patient representative can request a voluntary appeal.  The appeal may be 
requested by telephone, fax or in Writing.  The Member, [or Dependent,] or a designated 
patient representative may submit Written comments, documents, records and other 
information relating to the request for appeal.  The Principal will make a decision within 30 
calendar days of request for a voluntary appeal.  However, if the appeal cannot be 
processed due to incomplete information, The Principal will send a Written explanation of 
the additional information that is required or an authorization for the Member, [or 
Dependent,] or a designated patient representative’s Signature so information can be 
obtained from the attending Physician or other Ordering Provider.  This information must 
be sent to The Principal within 45 calendar days of the date of the Written request for the 
information or as required by state law.  Failure to comply with the request for additional 
information could result in declination of the appeal.  A decision will be made and 
notification of the outcome will be provided within 30 calendar days of the receipt of all 
necessary information to properly review the appeal request or as required by state law.   

 
 Election of a second appeal is voluntary and does not negate the Member or patient’s right 

to bring civil action following notification of the decision rendered during the expedited 
appeal, nor does it have any effect on the Member or patient’s rights to any other benefit 
under this Group Policy.  The Principal offers the voluntary appeal process in an effort that 
the claim may be resolved in good faith without legal intervention.  At anytime during the 
second appeal process, the Member or the patient may file a civil action or pursue any other 
legal remedies.   

 
 Note:  The expedited appeal process does not apply to Retrospective Reviews.   
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h. Standard Appeal Review and Voluntary Appeal Review 
[206] 

A standard appeal may be requested either in Writing or verbally.  It must be requested 
within 180 calendar days of the receipt of a Noncertification.  A decision and notification 
of the decision will be made in Writing to the Member, [or Dependent,] or a designated 
patient representative.   
 
If the Noncertification is affirmed on the appeal review, the Member, [or Dependent,] or a 
designated patient representative can request a voluntary appeal.  The appeal may be 
requested by telephone, fax or in Writing.  The Member, [or Dependent,] or a designated 
patient representative may submit Written comments, documents, records, and other 
information relating to the request for appeal.  The Principal will make a decision within 30 
calendar days of request for a voluntary appeal.  However, if the appeal cannot be 
processed due to incomplete information, The Principal will send a Written explanation of 
the additional information that is required or an authorization for the Member, [or 
Dependent,] or a designated patient representative’s Signature so information can be 
obtained from the attending Physician or other Ordering Provider.  This information must 
be sent to The Principal within 45 calendar days of the date of the Written request for the 
information or as required by state law.  Failure to comply with the request for additional 
information could result in declination of the appeal.  A decision will be made and 
notification of the outcome will be provided within 30 calendar days of the receipt of all 
necessary information to properly review the appeal request or as required by state law.   
 
Election of a second appeal is voluntary and does not negate the Member or patient’s right 
to bring civil action following notification of the decision rendered during the standard 
appeal, nor does it have any effect on the Member or patient’s rights to any other benefit 
under this Group Policy.  The Principal offers the voluntary appeal process in an effort that 
the claim may be resolved in good faith without legal intervention.  At anytime during the 
second appeal process, the Member or the patient may file a civil action or pursue any 
other legal remedies.   
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PART IV - BENEFITS 
[207] 

Section B1 (2) - Prescription Drugs Expense Insurance 
 

[208] 
Article 1 - Payment Conditions 
 
[For [Self Administered] Specialty Prescription Drugs:  If drugs and medicines are prescribed 
to treat a Member's [or Dependent's] sickness or injury, The Principal will pay [100%] of the 
charges, in excess of the [[Deductible] [and] [Copay amount] described in this section][Copay 
amount of [25%] of Covered Charges up to [$2,000] per calendar year].] 
 
[For all other Prescription Drugs:] If drugs and medicines are prescribed to treat a Member's [or 
Dependent's] sickness or injury, The Principal will pay [100%] of the charges, in excess of the 
[Deductible and] Copay amount [up to a maximum benefit of [$100] per calendar year] 
described in this section].] 
 
Benefit payment will be limited to: 
 
a. Covered Charges as described in this section; and 
 
[b. for certain qualified Maintenance Drugs and Medicines, a 90-day supply for each 

prescription and each refill[ (not applicable to [Self Administered] Specialty Prescription 
Drugs)]; and] 

 
c. [for all other drugs and medicines,] not more than [a 30-day supply] [the greater of a 

34-day supply or a 100-unit dose [not applicable to [Self Administered] Specialty 
Prescription Drugs which are not more than a [30]-day supply]] for each prescription and 
each refill; and 

 
d. prescriptions filled by a Member Pharmacy; and 
 
[e. for [Self Administered] Specialty Prescription Drugs, prescriptions must be filled by a 

Specialty Pharmacy.] 
 
If the Member [or Dependent] uses a Nonmember Pharmacy, Prescription Drugs Covered 
Charges less [Deductible and] the Copay may only be reimbursed up to the amount determined 
by the Payment Schedule established by The Principal for each prescription or refill.] 
 
[Article 1 – Payment Conditions 

 
[If drugs and medicines are prescribed to treat a Member’s [or Dependent’s] sickness or injury, 
The Principal will pay [100%] of the charges in excess of the [Deductible and] Copay Amount to 
a maximum benefit of: 
 
[a. [$250] per calendar year] for [non-sedating antihistamine prescription drugs; and 
 
[b. [$250] per calendar year for [anti-inflammatory prescription drugs; and [$500] per calendar 

year for]; [and ] 
 
[c. [$500] per calendar year for all other drugs.]] 
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If the Member [or Dependent] uses a Nonmember Pharmacy, Prescription Drugs Covered 
charges less [Deductible and] the Copay may only be reimbursed up to the amount determined 
by the Payment Schedule established by The Principal for each prescription or refill.] 
 
 
Article 2 - Prescription Drugs Utilization Review 
 
[a. For Maintenance Drugs and Medicines 
 

A prescription will not be refilled if there is a previously dispensed quantity for the same 
prescription (for the same Member [or Dependent]) and the dispensing date for the current 
prescription is earlier than the date on which approximately [66.6%] of the previously 
dispensed quantity would be expected to last if the previously dispensed quantity was 
consumed based on the dosage instructions provided by the Physician.] 

 
[b. For all other Drugs and Medicines 
 

A prescription will not be refilled if there is a previously dispensed quantity for the same 
prescription or refill (for the same Member [or Dependent]) and the previously dispensed 
quantity of the drug or medicine was for: 

 
(1) less than a 15-day supply and the dispensing date for the current prescription is more 

than four days before a previously dispensed supply would be exhausted; or 
(2) more than a 14-day supply and the dispensing date for the current prescription is more 

than ten days before the previously dispensed supply would be exhausted; or 
(3) more than a 14-day supply and the dispensing date for the current prescription is 

earlier than the date on which approximately [66.6%] of the previously dispensed 
quantity would be expected to last if the previously dispensed quantity was consumed 
based on the dosage instructions provided by the Physician. 

 
Exhaustion of the previously dispensed supply is determined based on when the last dose 
of the medicine or drug would have been consumed if the previously dispensed supply was 
consumed by the prescription date.  Prescriptions may be refilled prior to exhaustion of a 
previously dispensed quantity for the same prescription or refill for up to a 30 day quantity 
once per calendar year.   

 
For certain drugs and classes of drugs designated by The Principal, The Principal reserves 
the right to: 

 
(1) require prior authorization for dispensing; and 
(2) limit payment of benefits for specified quantities; [and] 
[(3) require the dispensing of certain drugs before paying benefits for another drug within 

a given class, as established by The Principal]. 
[209] 

[For [Self Administered] Specialty Prescription Drugs, prior authorization may be 
required.]  [If [Self Administered] Specialty Prescription Drugs are [not pre-authorized][,] 
[determined not to be medically necessary] [or] [filled at other than a Specialty 
Pharmacy][,] [no benefits will be payable].]  See the Utilization Management Program in 
PART IV, Section B1 [(1)][(1A)] of this Group Policy)].]   
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[Article 3 - Copay Amount for Maintenance Drugs and Medicines 
 
The amount equal to [3-times] the applicable Copay amount shown in Article [5] below for all 
other drugs.] 
 
 
[Article 4 - Copay Amount [for all other drugs] 

[210] 
[The Copay amount will be the first $[5] charged for each prescription and each refill.] 
 
[The Copay amount for each prescription and each refill will be: 
 
a. for Tier 1 Prescription Drugs:  $[5]; and 
 
b. for Tier 2 Prescription Drugs:  $[10] [plus 10% of the remaining Covered Charges].] 
 
[c. for Tier 3 Prescription Drugs $[15] [plus 10% of the remaining Covered Charges].] 
 
[d. for Tier 4 Prescription Drug $[20] [plus 10% of the remaining Covered Charges.]] 
 
[e. for Tier 5 Prescription Drug $[25] [plus 10% of the remaining Covered Charges].] 
 
[f. for Tier 6 Prescription Drug $[30] [plus 10% of the remaining Covered Charges.]]  
 
If a prescription or refill is not in a select class with a Reference Drug Price: 
 
[Each prescription and each refill will be filled with a Generic Prescription Drug, if there is a 
Generic equivalent available. When a Brand name drug is dispensed but a generic equivalent was 
available (including situations where the Physician has specified that the medication prescribed 
must be a Brand Name Drug and has indicated "Dispense as Written" on the prescription), the 
Member [or Dependent] must pay the difference between the Generic Drug price and the Brand 
Name Drug price in addition to the applicable tier Copay for the Brand Drug. If there is no 
generic equivalent available and a Brand Name Drug is dispensed, the applicable tier Copay of 
the Brand Name Drug will apply.] 
 
[Each prescription and each refill will be filled with a Generic Prescription Drug, if there is a 
generic equivalent available. Whenever a Brand Name Drug is dispensed but a generic 
equivalent was available, the Member [or Dependent] must pay the difference between the 
Generic Drug price and the Brand Name Drug price in addition to the applicable tier Copay for 
the Brand Drug. However, if the physician specifies that the medication prescribed must be a 
Brand Name Drug and has indicated "Dispense as Written" on the prescription, benefits will be 
payable based on the Brand Name Drug pricing after payment of the applicable tier Copay for 
the Brand Name Drug. If there is no generic equivalent available and a Brand Name Drug is 
dispensed, the applicable tier Copay of the Brand Name Drug will apply. 
 

 
[If a prescription or refill is in a select class with a Reference Drug Price: 
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[When a drug is dispensed and the drug price is more than the Reference Drug Price (including 
situations where the Physician has specified that the medication must be "Dispensed as Written" 
on the prescription), the Member [or Dependent] must pay the difference between the Reference 
Drug Price and the price of the drug dispensed in addition to the applicable tier Copay. If the 
Reference Drug is dispensed, the Member [or Dependent] will pay the applicable tier Copay 
depending on the drug tier classification.] 
 
[When a drug is dispensed and the drug price is more than the Reference Drug Price and the 
Physician has specified that the medication must be "Dispensed as Written" on the prescription), 
the Member [or Dependent] must pay the applicable tier Copay for the drug dispensed. If the 
Member requests that a drug be dispensed that is more costly than the Reference Drug Price, the 
Member [or Dependent] must pay the difference between the Reference Drug Price and the price 
of the drug dispensed in addition to the applicable tier Copay of the drug dispensed. If the 
Reference Drug is dispensed, the Member [or Dependent] will pay the applicable tier Copay 
depending on the drug tier classification.] 
 
[Article 4 – Prescription Drugs Deductible and Copay Amount 
 
The individual Deductible and Copay amounts for a Member [or Dependent] will be: 
 
a. The first [$100] of Prescription Drugs Covered Charges incurred each calendar year; 

followed by 
 
b. [A Copay amount of [$20] for each prescription and each refill.] 

[211] 
[b. For each prescription and each refill, a Copay amount of: 
 

- [$10] for Tier 1 Prescription Drugs;  
- [$20] for Tier 2 Prescription Drugs;  
- [[$25] for Tier 3 Prescription Drugs]; 
- [[$30] for Tier 4 Prescription Drugs;] 
- [[$35] for Tier 5 Prescription Drugs];[ and] 
- [[$40] for Tier 6 Prescription Drugs]] 

 
[b. [For each prescription and each refill, a Copay amount of: 
 
 - for Tier1 Prescription Drugs:  [$7]; 
 
 - for Tier 2 Prescription Drugs:  [$10] plus [15%] of the remaining Covered Charges]; 

and 
 
 - for Tier 3 Prescription Drugs and all other drugs:  [$15] plus [30%] of the remaining 

Covered Charges].] 
 
 [- for Tier 4 Prescription Drugs and all other drugs:  [$20] plus [35%] of the remaining 

Covered Charges].] 
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 [- for Tier 5 Prescription Drugs and all other drugs:  [$25] plus [40%] of the remaining 
Covered Charges].] 

 
 [- for Tier 6 Prescription Drugs and all other drugs:  [$30] plus [50%] of the remaining 

Covered Charges].] 
 
Charges incurred under Comprehensive Medical cannot be used to satisfy the Prescription Drug 
Deductible amount and vice versa. 
 
In addition, charges incurred under this section cannot be used to satisfy the Comprehensive 
Medical Out-of-Pocket Expense limits]. 

Article 5 - Prescription Drugs Covered Charges 
[212] 

Prescription Drugs Covered Charges will be the actual cost charged to a Member [or Dependent] 
but only to the extent that the actual cost charged does not exceed the maximum amount allowed 
under the Payment Schedule as established by The Principal. 
   
Prescription Drugs Covered Charges will include charges for: 
 
a. the following diabetic supplies: 
 

(1) insulin and other antihyperglycemic medications; and 
[(2) disposable insulin needles/syringes; and] 
[(3) disposable blood/urine glucose/acetone testing agents (e.g. Chemstrips, Acetest 

tablets, and Clinitest tablets); and] 
[(4) lancets; and] 
(5) glucometers (limited to no more than one each calendar year); and 
(6) alcohol swabs; and 

 
b. compounded medications [(except for compound medications that use an injectable 

drug)]in which at least one ingredient is a Prescription Legend Drug. [Reimbursement for 
compounded medications will be up to [135%] of Average Wholesale Price of the most 
expensive active ingredient]; and 

 
c. the following injectable medications: epinephrine, glucagons, triptans, and drugs to treat 

deep vein thrombosis; and 
 
[d. tretinoin for individuals under 26 years of age; and] 
 
[e. legend contraceptives, except injectables or devices; and] 
 
f. any other drug or medicine that can be legally dispensed only  when prescribed by a 

Physician; and 
 
[g.  [Self Administered] Specialty Prescription Drugs if dispensed at a Specialty Pharmacy; 

and] 
 
[h. over the counter drugs for [proton pump inhibitors] [and] [non-sedating 

antihistamines][and] [laxatives] [and] [H2 Blockers][and][antihistamines] prescribed by 
a Physician].   
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In no event will the maximum amount allowed under the Payment Schedule for each prescription 
or refill exceed the Average Wholesale Price [less 14%]. 
 
 
Article 6 – Definitions 
 
“Average Wholesale Price” in this Section means the published cost of a drug product that is 
used as a benchmark to calculate discount fees and Deductibles. 
 
["Brand Name Prescription Drug/Brand Name Drug" means a drug that is customarily 
recognized throughout the pharmaceutical profession as the original or trademarked preparation 
of a drug entity and for which the Food and Drug Administration (FDA) has given marketing 
approval.] 
 
["Formulary" means a comprehensive listing of drugs by therapeutic class or diagnosis that 
provides drug therapy guidelines and cost comparisons for prescribers.] 
 
["Generic Prescription Drugs" mean pharmaceutical products manufactured and sold under their 
chemical, common, or official name or a drug that The Principal identifies as a Generic Drug.  
Classification of a Prescription Drug as a Generic is determined by The Principal and not by the 
manufacturer or pharmacy.  The Principal classifies a Prescription Drug as a Generic based on 
available data resources, therefore, all products identified as a “generic” by the manufacturer or 
pharmacy may not be classified as a Generic by The Principal.]   
 
["Maintenance Drugs and Medicines" mean a medicinal substance that by law can only be 
dispensed by a prescription and is taken on a regular or long term basis to treat chronic medical 
conditions which shall include only the following: coronary artery disease (angina), diabetes 
(including, diabetic supplies, e.g., insulin, antihyperglycemic medications, disposable insulin 
needles/syringes; lancets; disposable blood/urine glucose/acetone testing agents, e.g., 
Chemstrips, Acetest tablets, and Clinitest tablets; glucometers (limited to one each calendar 
year); and alcohol swabs; hypertension; glaucoma; thyroid disease; seizure disorders; 
hyperlipidemia; congestive heart failure; clotting disorders; chronic obstructive pulmonary 
disease; [and] hormonal deficiencies (hormone replacement); [Attention-Deficit/Hyperactivity 
Disorder (ADHD);] [narcolepsy;] [arthritis;] [gout;] [Parkinson’s disease;] [asthma;] 
[antineoplastics;] [immunosuppressives;]  [Human Immunodeficiency Virus (HIV)] [potassium 
supplements] [proton pump inhibitor drugs] and [pancreatic enzymes].  Maintenance Drugs and 
Medicines will also include legend oral contraceptives.] [Maintenance Drugs and Medicines will 
not include [Self Administered] Specialty Prescription Drugs.]  
 
"Member Pharmacy" means any pharmacy which has contracted with [The Principal]  [the 
designated pharmacy benefit manager] to dispense prescription drugs for which benefits are 
provided under this Group Policy. 
 
"Non-Member Pharmacy" means any pharmacy which has not contracted with [The Principal] 
[the designated  pharmacy benefit manager] to become a Member Pharmacy. 
 
"Payment Schedule" means the maximum reimbursement amount allowed under the program as 
established by The Principal. 
 



 
PART IV - BENEFITS 

 
GC 5022 (R)    Section B1 (2) - Prescription Drugs Expense Insurance, Page 7 

[“Prescription Drug Copay” means a specified dollar amount that must be paid by a Member [or 
Dependent] for each prescription and each refill. The Prescription Drug Copay amount will not 
be applied to the Comprehensive Medical Deductible Amount or Out-of-Pocket Expense Limits.] 
 
[“Prescription Drug Deductible Amount” means a specified dollar amount of Prescription Drugs 
Covered Charges that must be incurred by a Member [or Dependent] before benefits will be 
payable under this section. The Prescription Drugs Deductible amount will not be applied to the 
Comprehensive Medical Deductible Amount or Out-of-Pocket expense Limits.] 
 
"Prescription Legend Drugs" mean any medicinal substance, the label of which under the Federal 
Food, Drug and Cosmetic Act is required to bear the legend, "Caution, Federal Law prohibits 
dispensing without a prescription." 
 
[“Reference Drug” means the prescription drug in select therapeutic classes as established by 
The Principal.] 
 
[“Reference Drug Price” means the negotiated rate of The Principal for the Reference Drug.] 
 
[[Self Administered] Specialty Prescription Drugs are drugs and medicines, as determined by 
The Principal, that are typically expensive, self-injectable biotechnology drugs used to treat 
certain chronic conditions.  Insulin and other antihyperglycemics, epinephrine, glucagons, 
triptans, injectable contraceptives and drugs to treat deep vein thrombosis are not considered 
[Self Administered] Specialty Prescription Drugs.]   
 
[A complete list of [Self Administered] Specialty Prescription Drugs is available on-line at the 
Principal Life Insurance Company website www.principal.com.  Drugs not on the list are not 
considered [Self Administered] Specialty Prescription Drugs.] [See the Utilization Management 
Program described in PART IV, Section B1 [(1)] [(1A)] of this Group Policy.] 
 
[“Specialty Pharmacy” means a pharmacy designated by [The Principal] to dispense [Self 
Administered] Specialty Prescription Drugs.]  
  
[“Tier 1 Prescription Drugs” mean a list of prescription drugs established by The Principal.] 
 
[“Tier 2 Prescription Drugs” mean a list of prescription drugs established by The Principal.] 
 
[“Tier 3 Prescription Drugs” mean a list of prescription drugs established by The Principal.] 
 
[“Tier 4 Prescription Drugs” mean a list of prescription drugs established by The Principal.] 
 
[“Tier 5 Prescription Drugs” mean a list of prescription drugs established by The Principal.] 
 
[“Tier 6 Prescription Drugs” mean a list of prescription drugs established by The Principal.] 
 
 
Article 7 - Limitations 
 
Prescription Drugs Covered Charges will not include and no benefits will be paid for: 
 
a. drugs or medicines that are not Covered Charges; or 
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b. drugs or medicines that are Experimental or Investigational; or 
 
c. drugs or medicines  that can be purchased without a Physician's prescription, except as 

described under Prescription Drugs Covered Charges; or 
 
d. drugs or medicines dispensed by a Hospital, Skilled Nursing Facility, rest home, or other 

institution in which the Member [or Dependent] is confined; or 
 
e. drugs or medicines delivered or administered by the prescriber; or 
 
f. drugs or medicines prescribed or dispensed by a person in the Member's [or Dependent's] 

Immediate Family; or 
 
[g. tretinoin prescribed for individuals 26 years of age or older; or] 
 
[h. vitamins, singly or in combination[.][; or] [Exception:  legend prenatal vitamins are 

covered; or] [Except those vitamins listed on the Formulary; or]] 
 
[i. dietary supplements; or] 
 
[j. contraceptives, non-oral dosage forms, excluding patches and vaginal rings; or] 
 
[k. contraceptives, oral or other, whether medication or device; or] 
 
l. therapeutic devices or appliances, including hypodermic needles, syringes, support 

garments and other non-medicinal substances, regardless of intended use [except as 
specifically provided above under Prescription Drugs Covered Charges]; or 

 
m. [infertility drugs], immunization agents, biological sera, blood, blood plasma, [injectables 

(other than insulin, antihyperglycemic medications, epinephrine, glucagon, triptans, [and] 
drugs to treat deep vein thrombosis][, and] [Self Administered] Specialty Prescription 
Drugs]) or any prescription directing parenteral administration or use; or 

 
n. administration of any drug or medicine; or 
 
o. any prescription or refill in excess of the number directed by the Physician or any refill 

dispensed more than one year after the prescription date; or 
 
p. drugs or medicines for which the Member [or Dependent] has no financial liability or that 

would be provided at no charge or at a different charge in the absence of insurance; or 
 
q. drugs or medicines paid for or furnished by the United States Government or one of its 

agencies (except as required under Medicaid provisions or Federal law); or 
 
r. drugs or medicines provided as the result of a sickness or injury that is due to war or act of 

war; or 
 
s. drugs or medicines provided as a result of a sickness or injury that is due to participation in 

criminal activities[, except drugs or medicines received as a result of domestic abuse]; or 
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[t. drugs or medicines covered by medical expense insurance issued under the Individual 
Purchase Rights described in PART III of this Group Policy; or] 

 
 [u. drugs or medicines provided as the result of a sickness that is covered by a Workers' 

Compensation Act or other similar law; or] 
 
[v. drugs or medicines provided as the result of an injury arising out of or in the course of any 

employment for wage or profit; or] 
 
[w. drugs or medicines provided as the result of: 
 

(1) an injury arising out of or in the course of any employment for wage or profit, if the 
Member [or Dependent] is eligible to be covered under a Workers' Compensation Act 
or other similar law; except this limitation will not apply to: partners, proprietors, or 
corporate officers [of the Policyholder] who are not covered by a Workers' 
Compensation Act or other similar law; or 

 
(2) a sickness covered by a Workers' Compensation Act or other similar law; or] 

 
x. growth hormones[ for adult growth hormone deficiencies [and]] [for idiopathic short 

stature]; or  
 
y. cosmetic, and health and beauty aids; or 
 
z. Levonorgestrel (Norplant); or 
 
aa. dermatologicals used as hair growth stimulants; or any other drug or medicine used for 

cosmetic purposes; or 
 
bb. drugs labeled "Caution--limited by Federal law to investigational use," or experimental, 

even though a charge is made to the individual; or 
 
cc. topical dental fluorides; or 
 
[dd. DESI drugs (drugs determined by the Food and Drug Administration as lacking in 

substantial evidence of effectiveness); or] 
 
ee. drugs or medicines that are lost, stolen or spilled; or 
 
ff. smoking deterrent medications containing nicotine or any other smoking cessation aids, all 

dosage forms; or 
 
gg. anorectics (any drug used for the purpose of weight control); or 
 
hh. minerals. [Exception:  Potassium supplements are covered]; [Except those minerals listed 

on the Formulary;] or  
 
[ii. progesterone, all dosage forms; or] 
 
[jj. drugs or medicines provided or dispensed outside the United States, except those provided 

or dispensed in connection with a Medical Emergency; or   
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[kk hematinics;] or 
 
[11. drugs or medicines for the treatment of onychomycosis (nail fungus)]; or 
 
mm. drugs or medicines that are paid for by a Medicare Supplement Insurance Plan; [or]. 
 
[nn. Non-sedating antihistamines; or] 
 
oo. drugs or medicines prescribed for treatment leading to, in connection with or resulting from 

sexual transformation or intersex surgery; or 
 
[pp. drugs or medicine for the treatment of erectile dysfunction].  
 
 
Article 8 – Payment, Denial and Review 

 
Any transaction at a pharmacy for prescription drug benefits is not a claim for benefits under the 
Employee Retirement Income Security Act (ERISA).  To file a claim for benefits when utilizing 
a Member Pharmacy[ or Specialty Pharmacy], contact the pharmacy benefit manager at the 
telephone number listed on the Member or Dependent’s identification card or contact The 
Principal.  To file a claim for benefits when utilizing a Nonmember Pharmacy or when an 
identification card is not utilized at a Member Pharmacy[ or Specialty Pharmacy], submit a 
prescription drug claim form to the pharmacy benefit manager. 
 
Written proof of loss must be sent to the pharmacy benefit manager or The Principal within [12 
months] after the date of loss.  For purposes of satisfying the claim processing requirements, 
receipt of claim will be considered to be met when the pharmacy benefit manager or The 
Principal receives proof of loss.  Proof of loss includes the patient’s name, Member’s name (if 
different from the patient’s name), prescription drug name, and date prescription drug dispensed.  
The pharmacy benefit manager or The Principal may request additional information to 
substantiate the loss or require a Signed unaltered authorization to obtain that information from 
the provider.  Failure to comply with the request of pharmacy benefit manager or The Principal 
could result in declination of the claim.   
 
The Employee Retirement Income Security Act (ERISA) permits up to 30 calendar days from 
receipt of claim for processing the claim.  If a claim cannot be processed due to incomplete 
information, the pharmacy benefit manager or The Principal will send a Written explanation 
prior to the expiration of the 30 calendar days.  The claimant is then allowed up to 45 calendar 
days to provide all additional information requested.  The pharmacy benefit manager or The 
Principal will render a decision within 15 calendar days of either receiving the necessary 
information or upon the expiration of 45 calendar days if no additional information is received.   
 
In actual practice, benefits under the Group Policy may be payable sooner, provided the  
pharmacy benefit manager or The Principal receives complete and proper proof of loss.  If a 
claim is not payable or cannot be processed, the pharmacy benefit manager or The Principal will 
submit a detailed explanation of the basis for its denial. 
 
A Claimant may request an appeal of a claim denial by Written request to The Principal within 
180 calendar days of receipt of notice of the denial.  The Principal will make a full and fair 
review of the claim.  The Principal may require additional information to make the review.  The 
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Principal will notify the claimant in Writing of the appeal decision within 60 calendar days of 
receiving the appeal request.  The first level of appeal review must be completed before filing a 
civil action or pursuing any other legal remedies.   
 
After exhaustion of the formal appeal process, a claimant may request a voluntary appeal.  The 
appeal must be requested in Writing.  The claimant may submit Written comments, documents, 
records and other information relating to the claim for benefits.  The Principal will make a 
determination within 60 calendar days of request for a voluntary appeal.   However, if the appeal 
cannot be processed due to incomplete information, The Principal will send a Written 
explanation of the additional information that is required or an authorization for the claimant’s 
Signature so information can be obtained from the provider.  This information must be sent to 
The Principal within 45 calendar days of the date of the Written request for the information or as 
required by state law.  Failure to comply with the request for additional information could result 
in declination of the appeal.  A determination will be made and notification of the outcome will 
be provided within 60 calendar days of the receipt of all necessary information to properly 
review the appeal request or as required by state law.    
 
Election of a second appeal is voluntary and does not negate the claimant’s right to bring civil 
action following the first appeal, nor does it have any effect on the claimant’s right to any other 
benefits under this Group Policy.  The Principal offers the voluntary appeal process in an effort 
that the claim may be resolved in good faith without legal intervention.  At anytime during the 
voluntary appeal process, the claimant may file a civil action or pursue any other legal remedies.   
 
For purposes of this section, “claimant” means Member or Dependent. 
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PART IV - BENEFITS 
 

Section B1 (3) – Mail Service Prescription Drugs Expense Insurance 
[214] 

 
Article 1 - Payment Conditions 
  
If Maintenance Drugs and Medicines are prescribed to treat a Member's [or Dependent's] 
sickness or injury, The Principal will pay [100%] of the charges, in excess of the [Deductible 
and] Copay amount described in this section. 
 
Benefit payment will be limited to: 
 
a. prescribed maintenance medications which are necessary to treat a chronic or long-term 

sickness or injury and that can be legally dispensed only when prescribed by a Physician; 
and 

 
b. a [90-day] supply for each prescription and each refill; and 
 
c. prescriptions which are filled through the pharmacies designated by The Principal to 

administer its mail order prescription drugs program. 
 
 
Article 2 - Prescription Drugs Utilization Review 
 
A prescription will not be refilled if there is a previously dispensed quantity for the same 
prescription (for the same Member [or Dependent]) and the dispensing date for the current 
prescription is earlier than the date on which approximately [66.6%] of the previously dispensed 
quantity would be expected to last if the previously dispensed quantity was consumed based on 
the dosage instructions provided by the Physician. 
 
For certain drugs and classes of drugs designated by The Principal, The Principal reserves the 
right to: 
 
a. require prior authorization for dispensing; and 
 
b. limit quantities whose cost will be deemed to be Maintenance Drugs and Medicines; [and] 
 
[c. require the dispensing of certain drugs before paying benefits for another drug within a 

given class, as established by The Principal.] 
 
 
Article 3 - Copay Amount 
 
[The Copay amount will be the first $[10] charged for each prescription and each refill.] 
 
[The Copay amount for each prescription and each refill will be: 
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a. for Tier 1 Prescription Drugs:  $[10]; and 
 
b. for Tier 2 Prescription Drugs:  $[20] [plus [10%] of the remaining amount charged].]; and 
 
[c. for Tier 3 Prescription Drugs:   $[25] [plus [10%] of the remaining amount charges]; and 
 
[d. For Tier 4 Prescription Drugs: $[30] [plus [15%] of the remaining amount charged;] and 
 
[e. for Tier 5 Prescription Drugs:  $[35] [plus [20%] of the remaining amount charged;] and 
 
[f. for Tier 6 Prescription Drugs: $[40] [plus [25%] of the remaining amount charged.]   
  
 
[Article 4 – Prescription Drugs Deductible and Copay Amount 
 
The individual Deductible and Copay amounts for a Member [or Dependent]will be: 
 
a. The first [$100] of Prescription Drugs charges incurred each calendar year; followed by 
 
b. [A Copay amount of [$20] for each prescription and each refill.] 
 
[b. For each prescription and each refill, a Copay amount of: 
 

- [$10] for Tier 1 Prescription Drugs; and 
- [$20] for Tier 2 Prescription Drugs. ] 
- [[$25] for Tier 3 Prescription Drugs.] 
- [[$30] for Tier 4 Prescription Drugs.] 
- [[$35] for Tier 5 Prescription Drugs.] 
- [[$40] for Tier 6 Prescription Drugs.]  

 
[b. [For each prescription and each refill, a Copay amount of: 
 
 - for Tier 1 Prescription Drugs:  [$7]; 
 
 - for Tier 2 Prescription Drugs:  [$10]plus [15% ]of the remaining amount charged]; 

and 
 
 [- for Tier 3 Prescription Drugs and all other drugs:  [$15] plus [30%] of the remaining 

amount charged].] 
 
 [- for Tier 4 Prescription Drugs and all other drugs:  [$20] plus [30%] of the remaining 

amount charged].] 
 
 [- for Tier 5 Prescription Drugs and all other drugs:  [$25] plus [30%] of the remaining 

amount charged].] 
  
 [- for Tier 6 Prescription Drugs and all other drugs:  [$35] plus [30%] of the remaining 

amount charged].] 
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Charges incurred under Comprehensive Medical cannot be used to satisfy the Prescription Drug 
Deductible amount and vice versa. 
 
In addition, charges incurred under this section cannot be used to satisfy the Comprehensive 
Medical Out-of-Pocket Expense limits]. 
 
If a prescription or refill is not in a select class with a Reference Drug Price: 
 
[Each prescription and each refill will be filled with a Generic Prescription Drug, if there is a 
Generic equivalent available. When a Brand name drug is dispensed but a generic equivalent was 
available (including situations where the Physician has specified that the medication prescribed 
must be a Brand Name Drug and has indicated "Dispense as Written" on the prescription), the 
Member [or Dependent] must pay the difference between the Generic Drug price and the Brand 
Name Drug price in addition to the applicable tier Copay for the Brand Drug. If there is no 
generic equivalent available and a Brand Name Drug is dispensed, the applicable tier Copay of 
the Brand Name Drug will apply.] 
 
[Each prescription and each refill will be filled with a Generic Prescription Drug, if there is a 
generic equivalent available. Whenever a Brand Name Drug is dispensed but a generic 
equivalent was available, the Member [or Dependent] must pay the difference between the 
Generic Drug price and the Brand Name Drug price in addition to the applicable tier Copay for 
the Brand Drug. However, if the physician specifies that the medication prescribed must be a 
Brand Name Drug and has indicated "Dispense as Written" on the prescription, benefits will be 
payable based on the Brand Name Drug pricing after payment of the applicable tier Copay for 
the Brand Name Drug. If there is no generic equivalent available and a Brand Name Drug is 
dispensed, the applicable tier Copay of the Brand Name Drug will apply. 
 

 
[If a prescription or refill is in a select class with a Reference Drug Price: 
 
[When a drug is dispensed and the drug price is more than the Reference Drug Price (including 
situations where the Physician has specified that the medication must be "Dispensed as Written" 
on the prescription), the Member [or Dependent] must pay the difference between the Reference 
Drug Price and the price of the drug dispensed in addition to the applicable tier Copay. If the 
Reference Drug is dispensed, the Member [or Dependent] will pay the applicable tier Copay 
depending on the drug tier classification.] 
 
[When a drug is dispensed and the drug price is more than the Reference Drug Price and the 
Physician has specified that the medication must be "Dispensed as Written" on the prescription), 
the Member [or Dependent] must pay the applicable tier Copay for the drug dispensed. If the 
Member requests that a drug be dispensed that is more costly than the Reference Drug Price, the 
Member [or Dependent] must pay the difference between the Reference Drug Price and the price 
of the drug dispensed in addition to the applicable tier Copay of the drug dispensed. If the 
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Reference Drug is dispensed, the Member [or Dependent] will pay the applicable tier Copay 
depending on the drug tier classification.] 
 
[The Copay amount for each prescription and each refill will be: 
 
a. for Tier 1 Prescription Drugs:  [$7]; 
 
b. for Tier 2 Name Prescription Drugs:  [$10] [plus [15%] of the remaining amount charged]; 

and 
 
c. [for Tier 3 Prescription Drugs and all other drugs:  [$15] [plus[ 30%] of the remaining 

amount charged].] 
 

d. [for Tier 4 Prescription Drugs and all other drugs:  [$20] [plus[ 30%] of the remaining 
amount charged].] 

 
e. [for Tier 5 Prescription Drugs and all other drugs:  [$25] [plus[ 30%] of the remaining 

amount charged].] 
 
f. [for Tier 6 Prescription Drugs and all other drugs:  [$30] [plus[ 30%] of the remaining 

amount charged].] 
  

Article 5 – Definitions 
 
["Brand Name Prescription Drug/Brand Name Drug" means a drug that is customarily 
recognized throughout the pharmaceutical profession as the original or trademarked preparation 
of a drug entity and for which the Food and Drug Administration (FDA) has given marketing 
approval.] 
 
["Formulary" means a comprehensive listing of drugs by therapeutic class or diagnosis that 
provides drug therapy guidelines and cost comparisons for prescribers.] 
 
["Generic Prescription Drugs" mean pharmaceutical products manufactured and sold under their 
chemical, common, or official name or a drug that The Principal identifies as a Generic Drug.  
Classification of a Prescription Drug as a Generic is determined by The Principal and not by the 
manufacturer or pharmacy.  The Principal classifies a Prescription Drug as a Generic based on 
available data resources, therefore, all products identified as a “generic” by the manufacturer or 
pharmacy may not be classified as a Generic by The Principal.]] 
 
["Maintenance Drugs and Medicines" mean a medicinal substance that by law can only be 
dispensed by a prescription and is taken on a regular or long term basis to treat chronic medical 
conditions to include: coronary artery disease (angina), diabetes (including, diabetic supplies, 
e.g., insulin, antihyperglycemic medications, disposable insulin needles/syringes; lancets; 
disposable blood/urine glucose/acetone testing agents, e.g., Chemstrips, Acetest tablets, and 
Clinitest tablets), glucometers (limited to one each calendar year) and alcohol swabs, 
hypertension; glaucoma; thyroid disease; seizure disorders; hyperlipidemia; congestive heart 
failure; clotting disorders; chronic obstructive pulmonary disease; [and] hormonal deficiencies 
(hormone replacement); [Attention-Deficit/Hyperactivity Disorder (ADHD);] [narcolepsy;] 
[arthritis;] [gout;] [Parkinson’s disease;] [asthma;] [antineoplastics;] [immunosuppressives;] and 
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[Human Immunodeficiency Virus (HIV)] [potassium supplements] [proton pump inhibitor 
drugs] and [pancreatic enzymes]. Maintenance Drugs and Medicines will also include legend 
oral contraceptives.] 
 
"Payment Schedule" means the maximum reimbursement amount allowed under the program as 
established by The Principal. 
 
["Preferred Brand Name Prescription Drugs" mean a list of drugs established by The Principal 
that are considered to be clinically appropriate and cost effective.  The Preferred Brand Name 
Drugs list is a subset (i.e., a shorter list) of the Formulary list.] 
 
[“Prescription Drug Copay” means a specified dollar amount that must be paid by a Member [or 
Dependent] for each prescription and each refill. The Prescription Drug Copay amount will not 
be applied to the Comprehensive Medical Deductible Amount or Out-of-Pocket Expense Limits.]   
 
[“Prescription Drug Deductible Amount” means a specified dollar amount of Prescription Drugs 
Covered Charges that must be incurred by a Member [or Dependent] before benefits will be 
payable under this section. The Prescription Drugs Deductible amount will not be applied to the 
Comprehensive Medical Deductible Amount or Out-of-Pocket expense Limits.] 
 
"Prescription Legend Drugs" mean any medicinal substance, the label of which under the Federal 
Food, Drug and Cosmetic Act is required to bear the legend, "Caution, Federal Law prohibits 
dispensing without a prescription." 
 
[“Reference Drug” means the prescription drug in select therapeutic classes as established by 
The Principal.] 
 
[“Reference Drug Price” means the negotiated rate of The Principal for the Reference Drug.] 
 
[“Tier 1 Prescription Drug” means a list of prescription drugs established by The Principal.] 
 
[“Tier 2 Prescription Drugs” means a list of prescription drugs established by The Principal.] 
 
[“Tier 3 Prescription Drugs” means a list of prescription drugs established by The Principal.] 
 
[“Tier 4 Prescription Drugs” means a list of prescription drugs established by The Principal.] 
 
[“Tier 5 Prescription Drugs” means a list of prescription drugs established by The Principal.] 
 
[“Tier 6 Prescription Drugs” means a list of prescription drugs established by The Principal.] 
 
Article 6 - Limitations 
 
Prescription Drugs Covered Charges will not include and no benefits will be paid for: 
 
a. drugs or medicines that are not Covered Charges; or 
 
b. drugs or medicines that are Experimental or Investigational; or 
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c. drugs or medicines (other than insulin) that can be purchased without a Physician's 
prescription; or 

 
d. drugs or medicines dispensed by a Hospital, Skilled Nursing Facility, rest home, or other 

institution in which the Member [or Dependent] is confined; or 
 
e. drugs or medicines delivered or administered by the prescriber; or 
 
f. drugs or medicines prescribed or dispensed by a person in the Member's [or Dependent's] 

Immediate Family; or 
 
[g. tretinoin prescribed for individuals 26 years of age or older; or] 
 
[h. vitamins, singly or in combination[.][; or]  [Exception:  legend prenatal vitamins are 

covered; or] [Except those vitamins listed on the Formulary; or]] 
 
[i. dietary supplements; or] 
 
[j. contraceptives, non-oral dosage forms, excluding patches and vaginal rings; or] 
 
[k. contraceptives, oral or other, whether medication or device; or] 
 
l. therapeutic devices or appliances, including hypodermic needles, syringes, support 

garments and other non-medicinal substances, regardless of intended use [except as 
specifically provided above under Prescription Drugs Covered Charges]; or 

 
m. [infertility drugs], immunization agents, biological sera, blood, blood plasma, [injectables 

(other than insulin, antihyperglycemic medications, epinephrine, glucagon, triptans, and 
drugs used to treat deep vein thrombosis)] or any prescription directing parenteral 
administration or use; or 

 
n. administration of any drug or medicine; or 
 
o. any prescription or refill in excess of the number directed by the Physician or any refill 

dispensed more than one year after the prescription date; or 
 
p. drugs or medicines for which the Member [or Dependent] has no financial liability or that 

would be provided at no charge or at a different charge in the absence of insurance; or 
 
q. drugs or medicines paid for or furnished by the United States Government or one of its 

agencies (except as required under Medicaid provisions or Federal law); or 
 
r. drugs or medicines provided as the result of a sickness or injury that is due to war or act of 

war; or 
 
s. drugs or medicines provided as a result of a sickness of injury that is due to participation in 

criminal activities[, except drugs or medicines received as a result of domestic abuse]; or 
 
[t. drugs or medicines covered by medical expense insurance issued under the Individual 

Purchase Rights described in PART III of this Group Policy; or] 
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 [u. drugs or medicines provided as the result of a sickness that is covered by a Workers' 

Compensation Act or other similar law; or] 
 

[v. drugs or medicines provided as the result of an injury arising out of or in the course of any 
employment for wage or profit; or] 

 
[w. drugs or medicines provided as the result of: 
 

(1) an injury arising out of or in the course of any employment for wage or profit, if the 
Member [or Dependent] is eligible to be covered under a Workers' Compensation Act 
or other similar law; except this limitation will not apply to: partners, proprietors, or 
corporate officers [of the Policyholder] who are not covered by a Workers' 
Compensation Act or other similar law; or 

(2) a sickness covered by a Workers' Compensation Act or other similar law; or] 
 
x. growth hormones[ for adult growth hormone deficiencies[ and]] [for idiopathic short 

stature]; or 
 
y. cosmetic, and health and beauty aids; or 
 
z. Levonorgestrel (Norplant); or 
 
aa. dermatologicals used as hair growth stimulants; or any other drug or medicine used for 

cosmetic purposes; or 
 
bb. drugs labeled "Caution--limited by Federal law to investigational use," or experimental, 

even though a charge is made to the individual; or 
 
cc. topical dental fluorides; or 
 
[dd. DESI drugs (drugs determined by the Food and Drug Administration as lacking in 

substantial evidence of effectiveness); or] 
 
ee. drugs or medicines that are lost, stolen or spilled; or 
 
ff. smoking deterrent medications containing nicotine or any other smoking cessation aids, all 

dosage forms; or 
 
gg. anorectics (any drug used for the purpose of weight control); or 
 
hh. minerals. [Exception:  Potassium supplements are covered]; [Except those minerals listed 

on the Formulary;]or 
 
[ii. progesterone, all dosage forms; or] 
 
[jj. drugs or medicines provided or dispensed outside the United States, except those provided 

or dispensed in connection with a Medical Emergency; or   
 
[kk. hematinics;] or 
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[11. drugs or medicines for the treatment of onychomycosis (nail fungus)]; or 
 
mm. drugs or medicines that are paid for by a Medicare Supplement Insurance Plan; [or] 
 
[nn. Non-sedating antihistamines; or] 
 
oo. drugs or medicines prescribed for treatment leading to, in connection with or resulting from 

sexual transformation or intersex surgery; or 
 
[pp. drugs or medicine for the treatment of erectile dysfunction.] 
 
 
Article 7 – Payment, Denial and Review 
 
Any transaction at a pharmacy for prescription drug benefits is not a claim for benefits under the 
Employee Retirement Income Security Act (ERISA).  To file a claim for benefits when utilizing 
a Member Pharmacy, contact the pharmacy benefit manager at the telephone number listed on 
the Member or Dependent’s identification card or contact The Principal.  To file a claim for 
benefits when utilizing a Nonmember Pharmacy or when an identification card is not utilized at a 
Member Pharmacy, submit a prescription drug claim form to the pharmacy benefit manager. 
 
Written proof of loss must be sent to the pharmacy benefit manager or The Principal within [12 
months] after the date of loss.  For purposes of satisfying the claim processing requirements, 
receipt of claim will be considered to be met when the pharmacy benefit manager or The 
Principal receives proof of loss.  Proof of loss includes the patient’s name, Member’s name (if 
different from the patient’s name), prescription drug name, and date prescription drug dispensed.  
The pharmacy benefit manager or The Principal may request additional information to 
substantiate the loss or require a Signed unaltered authorization to obtain that information from 
the provider.  Failure to comply with the request of the pharmacy benefit manager or The 
Principal could result in declination of the claim.   
 
The Employee Retirement Income Security Act (ERISA) permits up to 30 calendar days from 
receipt of claim for processing the claim.  If a claim cannot be processed due to incomplete 
information, the pharmacy benefit manager or The Principal will send a Written explanation 
prior to the expiration of the 30 calendar days.  The claimant is then allowed up to 45 calendar 
days to provide all additional information requested.  The pharmacy benefit manager or The 
Principal will render a decision within 15 calendar days of either receiving the necessary 
information or upon the expiration of 45 calendar days if no additional information is received.   
 
In actual practice, benefits under the Group Policy may be payable sooner, provided the  
pharmacy benefit manager or The Principal receives complete and proper proof of loss.  If a 
claim is not payable or cannot be processed, the pharmacy benefit manager or The Principal will 
submit a detailed explanation of the basis for its denial. 
 
A Claimant may request an appeal of a claim denial by Written request to The Principal within 
180 calendar days of receipt of notice of the denial.  The Principal will make a full and fair 
review of the claim.  The Principal may require additional information to make the review.  The 
Principal will notify the claimant in Writing of the appeal decision within 60 calendar days of 
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receiving the appeal request.  The first level of appeal review must be completed before filing a 
civil action or pursuing any other legal remedies.   
 
After exhaustion of the formal appeal process, a claimant may request a voluntary appeal.  The 
appeal must be requested in Writing.  The claimant may submit Written comments, documents, 
records and other information relating to the claim for benefits.  The Principal will make a 
determination within 60 calendar days of request for a voluntary appeal.   However, if the appeal 
cannot be processed due to incomplete information, The Principal will send a Written 
explanation of the additional information that is required or an authorization for the claimant’s 
Signature so information can be obtained from the provider.  This information must be sent to 
The Principal within 45 calendar days of the date of the Written request for the information or as 
required by state law.  Failure to comply with the request for additional information could result 
in declination of the appeal.  A determination will be made and notification of the outcome will 
be provided within 60 calendar days of the receipt of all necessary information to properly 
review the appeal request or as required by state law.    
 
Election of a second appeal is voluntary and does not negate the claimant’s right to bring civil 
action following the first appeal, nor does it have any effect on the claimant’s right to any other 
benefits under this Group Policy.  The Principal offers the voluntary appeal process in an effort 
that the claim may be resolved in good faith without legal intervention.  At anytime during the 
voluntary appeal process, the claimant may file a civil action or pursue any other legal remedies.   
 
For purposes of this section, “claimant” means Member or Dependent. 
 



 PART IV - BENEFITS 
 
GC 5024 (R) Section C - Claim Procedures, Page 1 

PART IV - BENEFITS 
 

Section C - Claim Procedures 
 

 
Article 1 - Notice of Claim 
 
Written notice must be sent to The Principal by or for a Member [or Dependent] who wishes to file 
claim for benefits under this Group Policy.  This notice must be sent within 20 calendar days after 
the date of loss.  Failure to give notice within the time specified will not invalidate or reduce any 
claim if notice is given as soon as reasonably possible. 
 
 
Article 2 - Claim Forms 
 
The Principal, when it receives notice of claim, will provide appropriate claim forms for filing proof 
of loss.  If the forms are not provided within 15 calendar days after The Principal receives notice of 
claim, the person will be considered to have complied with the requirements of the Group Policy 
regarding proof of loss upon submitting, within the time specified below for filing proof of loss, 
Written proof covering the occurrence, character, and extent of the loss. 
 
 
Article 3 - Proof of Loss 

[215] 
Written proof of loss must be sent to The Principal within [12 months] after the date of the loss.  For 
purposes of satisfying the claim processing requirements, receipt of claim will be considered to be 
met when The Principal receives proof of loss.  Proof of loss includes the patient’s name, Member’s 
name (if different from the patient’s name), provider of services, dates of service, diagnosis, 
description of Treatment or Service provided and the extent of the loss.  The Principal may request 
additional information to substantiate loss or require a Signed unaltered authorization to obtain that 
information from the provider.  Failure to comply with the request of The Principal could result in 
declination of the claim.   
 
 
Article 4 - Payment, Denial and Review 
 
The Employee Retirement Income Security Act (ERISA) permits up to 30 calendar days from 
receipt of claim for processing the claim.  If the claim cannot be processed due to incomplete 
information, The Principal will either deny the claim or send a Written explanation requesting 
information prior to the expiration of the 30 calendar days.  If The Principal does not deny the claim 
and requests additional information to complete the review, the claimant is then allowed up to 45 
calendar days to provide all additional information requested.  The Principal will render a decision 
within 15 calendar days of either receiving the necessary information or upon the expiration of 45 
calendar days if no additional information is received.   
 
In actual practice, benefits under this Group Policy may be payable sooner, provided The Principal 
receives complete and proper proof of loss.  If a claim is not payable or cannot be processed, The 
Principal will submit a detailed explanation of the basis for its denial. 
 
A claimant may request an appeal of a claim denial by Written request to The Principal within 180 
calendar days of receipt of the notice of denial.  The Principal will make a full and fair review of the 
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claim.  The Principal may require additional information to make the review.  The Principal will 
notify the claimant in Writing of the appeal decision within 60 calendar days of receiving the appeal 
request.  The first level of appeal review must be completed before filing a civil action or pursing 
any other legal remedies.   
 
After exhaustion of the formal appeal process, a claimant may request a voluntary appeal.  The 
appeal must be requested in Writing.  The claimant may submit Written comments, documents, 
records, and other information relating to the claim for benefits.  The Principal will make a 
determination within 60 calendar days of request for a voluntary appeal.  However, if the appeal 
cannot be processed due to incomplete information, The Principal will send a Written explanation 
of the additional information that is required or an authorization for the claimant’s Signature so 
information can be obtained from the provider.  This information must be sent to The Principal 
within 45 calendar days of the date of the Written request for the information or as required by state 
law.  Failure to comply with the request for additional information could result in declination of the 
appeal.  A determination will be made and notification of the outcome will be provided within 60 
calendar days of the receipt of all necessary information to properly review the appeal request or as 
required by state law.    
 
Election of a second appeal is voluntary and does not negate the claimant’s right to bring civil 
action following the first appeal, nor does it have any effect on the claimant’s right to any other 
benefit under this Group Policy.  The Principal offers the voluntary appeal process in an effort that 
the claim may be resolved in good faith without legal intervention.  At anytime during the voluntary 
appeal process, the claimant may file a civil action or pursue any other legal remedies.   
For purpose of this section, “claimant” means Member or Dependent. 
 
 
Article 5 - Facility of Payment 
 
The Principal will normally pay all benefits to the Member.  However, if the claim benefits result 
from a Dependent's sickness or injury, The Principal may make payment to the Dependent.  Also, in 
the special instances listed below, payment will be as indicated.  All payments so made will 
discharge The Principal to the full extent of those payments. 
 
a. If payment amounts remain due upon a Member's death, those amounts may, at The 

Principal's option, be paid to the Member's estate, spouse, child, parent, or provider of medical 
services. 

 
b. If The Principal believes a person is not legally able to give a valid receipt for a benefit 

payment, and no guardian has been appointed, The Principal may pay whoever has assumed 
the care and support of the person. 

 
[c. Benefits payable to a [PPO][Network] Provider will be paid directly to the [PPO][Network] 

Provider on behalf of the Member or Dependent.] 
 
[d. Benefits payable to  a Laboratory Network provider for outpatient laboratory services will be 

paid directly to the facility.] 
 
[e. Benefits payable to  a Transplant Network provider designated by The Principal for the sole 

purpose of providing Transplant Services will be paid directly to the Transplant Network 
provider.] 
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[216] 
[f. Benefits payable to a Non-[PPO][Network] Provider will be paid directly to the Member[ or 

Dependent].] 
 
Article 6 - Medical Examinations 
 
The Principal may have the person whose loss is the basis for claim examined by a Physician.  The 
Principal will pay for these examinations and will choose the Physician to perform them. 
 
 
Article 7 - Legal Action 
 
Legal action to recover benefits under this Group Policy may not be started earlier than 90 calendar 
days after required proof of loss has been filed and before the appeal procedures have been 
exhausted.  Further, no legal action may be started later than three years after that proof is required 
to be filed. 
 
 
Article 8 - Time Limits 
 
Any time limit listed in this section will be adjusted as required by law. 
 
 
Article 9 – Recoding of Procedures 

 
When a claim contains one or more procedure codes with the same date of service, The Principal 
may review the claim to determine whether it contains, among other things, coding irregularities 
(including duplicative or combined codes), coding conflicts or coding errors.  The Principal will 
base such review on generally recognized and authoritative coding resources, including but not 
limited to Current Procedural Terminology (CPT) or Healthcare Common Procedure Coding 
Systems (HCPCS). 
 
If The Principal determines, in its own discretion, that the claim may be more appropriately coded 
using the same or different codes, the claim will be recoded and processed accordingly to determine 
the allowable amount and extent of benefits.     
 



 

PART IV - BENEFITS 
 
GC 5028 (R) Section F - Coordination with Other Benefits, Page 1 

PART IV - BENEFITS 
 

Section F - Coordination with Other Benefits 
 

[225] 
Article 1 - Purpose 
 
The intent of this section is to provide that the sum of benefits paid under this Group Policy, plus 
benefits paid under all other Plans will not exceed the [lesser of the financial liability of the Member 
[or Dependent] or the] Prevailing Charge of The Principal for a Treatment or Service [or another 
amount as agreed to by The Principal and the provider]. 
 
Article 2 - Definitions 
 
As used in this section, the terms listed below will mean: 
 
a. Plan 
 
 Any medical expense benefits provided under: 
 
 (1) any insured or noninsured group, service, prepayment, or other program arranged 

through an employer, trustee, union, or association; and 
 [*](2) any program required or established by state or Federal law (including Medicare Parts A 

[and] B [and C and D]); and 
 (3) any program sponsored by or arranged through a school or other educational agency; 

and 
 (4) the first-party medical expense provisions of any automobile policy issued under a no-

fault insurance statute and traditional fault-type contracts. 
 
 The term Plan will not include benefits provided under a student accident policy, nor will the 

term Plan include benefits provided under a state medical assistance program where eligibility 
is based on financial need. 

 
 Also, the term Plan will apply separately to those parts of any program that contain provisions 

for coordination of benefits with other Plans and separately to those parts of any program 
which do not contain such provisions. 

 
 [*Not applicable to persons subject to the Medicare Carveout provisions as described in 

this PART IV, Section G.] 
 
b. Primary Plan/Secondary Plan: The order of benefit determination rules determine whether 

This Plan is a “Primary Plan” or a “Secondary Plan” when compared to another Plan covering 
the person.   

 
When this Plan is Primary, its benefits are determined before those of any other Plan and 
without considering any other Plan’s benefits.  When this Plan is Secondary, its benefits are 
determined after those of another Plan and may be reduced because of the Primary Plan’s 
benefits. 
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c. Allowable Expense:  A health care service or expense, including Deductibles, coinsurance, 

and Copayments, if any, that is covered at least in part by any of the Plans covering the person 
for whom benefits are claimed.  When a Plan provides benefits in the form of services (for 
example an HMO), the reasonable cash value of each service will be considered an allowable 
expense and a benefit paid.  An expense or service that is not covered by any of the plans is 
not an allowable expense.  The following are examples of expenses or services that are not 
allowable expenses: 

 
(1) If a covered person is confined in a private Hospital room, the difference between the 

cost of a semi-private room in the hospital and the private room, (unless the patient’s 
stay in a private Hospital room is medically necessary in terms of Generally Accepted 
medical practice, or one of the Plans routinely provides coverage for Hospital private 
rooms) is not an Allowable Expense. 

(2) The amount a benefit is reduced by the Primary Plan because a covered person does not 
comply with the Plan provisions.  Examples of these provisions are second surgical 
opinions, precertification of admissions and preferred provider arrangements. 

 
d. Claim Determination Period 
 

The part of a calendar year during which a Member [or Dependent] would receive benefit 
payments under this Group Policy if this section were not in force. 

 
 
Article 3 - Effect on Benefits 
 
Benefits otherwise payable under this Group Policy for Allowable Expenses during a Claim 
Determination Period may be reduced if: 
 
a. benefits are payable under any other Plan for the same Allowable Expenses; and 
 
b. the rules listed in Article 4 below provide that benefits payable under the other Plan are to be 

determined before the benefits payable under this Group Policy. 
 
The reduction will be the amount needed to provide that the sum of payments under this Group 
Policy plus benefits payable under the other Plan(s) is not more than the total of Allowable 
Expenses.  Each benefit that would be payable in the absence of this section will be reduced 
proportionately.  Any such reduced amount will be charged against any applicable benefit limit of 
this Plan. 
 
For this purpose: 
 
a. benefits payable under other Plans will include the benefits that would have been paid had 

claim been made for them; and 
 

[*]b. for any person covered by Medicare Part A, benefits payable will include benefits provided 
by Medicare Part B [,C] [and D] whether or not the person is covered under that Part B. 

 
[*Not applicable to persons subject to the Medicare Carveout provisions as described in this 
PART IV,  Section G.] 
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Article 4 - Order of Benefit Determination 
 
Except as described in Article 5 below, the benefits payable of a Plan that does not have a 
coordination of benefits provision substantially similar to the provision described in this section will 
be determined before the benefits payable of a Plan that does have such a provision.  In all other 
instances, the order of determination will be: 
 
a. Non-Dependent/Dependent.  The benefits of a Plan which covers the person for whom 

benefits are claimed as an employee, Member, or subscriber (that is, other than as a 
Dependent) are determined before the benefits of a Plan which covers the person as a 
Dependent.  Exception: If the person is also a Medicare beneficiary, and as a result of the rule 
established by Title XVIII of the Social Security Act and implementing regulations, Medicare 
is: 

 
 (1) secondary to the Plan covering the person as a Dependent and 
 (2) primary to the Plan covering the person as other than a Dependent (e.g. a retired 

employee), 
 
 then the benefits of the Plan covering the person as a Dependent are determined before those 

of the Plan covering that person as other than a Dependent.  [This provision is not applicable 
to persons subject to the Medicare Carveout provisions described in this PART IV, Section 
G.] 

 
b. Dependent Child-Parents Not Separated or Divorced.  Except as stated in paragraph c. below, 

when this Group Policy and another Plan cover the same child as a Dependent of different 
persons called "parents," the benefits of the Plan of the parent whose birthday falls earlier in a 
calendar year are determined before those of the Plan of the parent whose birthday falls later 
in that year; but if both parents have the same birthday, the benefits of the Plan which covered 
the parent longer are determined before those of the Plan which covered the other parent for a 
shorter period of time. 

 
 However, if another Plan does not have the rule described above, but instead has a rule based 

on the gender of the parent, and if, as a result, the Plans do not agree on the order of benefits, 
the rule in the other Plan will determine the order of benefits. 

 
c. Dependent Child-Separated or Divorced Parents.  If two or more Plans cover a Dependent 

child of divorced or separated parents, benefits for the child are determined in this order: 
 
 (1) first, the Plan of the parent with custody of the child; 
 (2) then, the Plan of the spouse of the parent with custody of the child; and 
 (3) finally, the Plan of the parent not having custody of the child. 
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 However, if the specific terms of a court decree state that one of the parents is responsible for 

the health care expenses of the child, and the entity obligated to pay or provide the benefits of 
the Plan of that parent has actual knowledge of those terms, the benefits of that Plan are 
determined first.  This paragraph does not apply for any Claim Determination Period or plan 
year during which any benefits are actually paid or provided before the entity has that actual 
knowledge. 

 
d. Joint Custody.  If the specific terms of a court decree state that the parents shall share joint 

custody, without stating that one of the parents is responsible for the health care expenses of 
the child, the Plans covering the child will follow the order of benefit determination rules for 
Dependent children of parents who are not separated or divorced. 

 
e. Active/Inactive Employee.  The benefits of a Plan which covers the person for whom benefits 

are claimed as an employee who is neither laid off nor retired, or as that employee's 
Dependent, are determined before the benefits of a Plan which covers that person as a laid-off 
or retired employee or as that employee's Dependent.  If the other Plan does not have this rule, 
and if, as a result, the Plans do not agree on the order of benefits, this rule will not apply. 

 
f. Continuation of Coverage.  If a person for whom coverage is provided under a right of 

continuation according to Federal or state law is also covered under another Plan, the 
following will be the order of benefit determination: 

 
 (1) first, the benefits of a Plan covering the person as an employee, Member or subscriber 

(or as that person's Dependent); 
 (2) second, the benefits under the continuation coverage. 
 
 If the other Plan does not have the rule described above, and if, as a result, the Plans do not 

agree on the order of benefits, this rule will not apply. 
 
g. Longer/Shorter Length of Coverage.  If none of the above rules determine the order of 

benefits, the benefits of the Plan which covered the person for whom benefits are claimed 
longer are determined before those of the Plan which covered that person for the shorter time. 

 
 
Article 5 - Medicare Exception 
 
Unless otherwise required by Federal law, benefits payable under Medicare will be determined 
before the benefits payable under this Group Policy.  [For persons subject to Medicare Carveout 
provisions, the benefits payable under this Group Policy will be directly reduced by Medicare 
benefits, as described in PART IV, Section G.] 
 
 
Article 6 - Exchange of Information 
 
Any person who claims benefits under this Group Policy must, upon request, provide all 
information The Principal believes is needed to coordinate benefits as described in this section. 
 
In addition, all information The Principal believes is needed to coordinate benefits may be 
exchanged with other companies, organizations, or persons. 
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Article 7 - Facility of Payment 
 
The Principal may reimburse any other Plan if: 
 
a. benefits were paid by that other Plan; but 
 
b. should have been paid under this Group Policy in accordance with this section. 
 
In such instances, the reimbursement amounts will be considered benefits paid under this Group 
Policy and, to the extent of those amounts, will discharge The Principal from liability. 
 
 
Article 8 - Right of Recovery 
 
If, in accordance with this section, it is determined that benefits paid under this Group Policy should 
have been paid by any other Plan, The Principal will have the right to recover those payments from: 
 
a. the person to or for whom the benefits were paid; or 
 
b. the other companies or organizations liable for the benefit payments. 
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PART V - PARTICIPATING UNIT PROVISIONS 
 
 

Section A - Eligible Participating Unit 
[217] 

Any entity that is an affiliate or subsidiary of the Policyholder may become a Participating Unit 
under this Group Policy, provided such affiliate or subsidiary is related to the Policyholder through 
common control or ownership.] 
 
[Any entity that subscribes to the trust which is the Policyholder, that is accepted by The Principal 
as a Participating Unit, and that performs the duties of a Participating Unit specified in this Group 
Policy.] 
 

[217A] [Any business or industry group that is a member or associate member of the [John Doe 
Association] may become a Participating Unit under the Master Policy.] 
 

Section B - Participating Unit 
 
A Participating Unit is any entity  listed in this PART V, Section F, on the Date of Issue of this 
Group Policy or so listed later by amendment or endorsement to this Group Policy;  or identified to 
this Group Policy by The Principal. 
 
The Participating Unit must: 
 
a. apply for coverage under this Group Policy; and 
 
b. pay all premiums required for insurance on its eligible Members and maintain the contribution 

level as described in Part II, Section A; 
 
c. fulfill the employee and Dependent participation requirements as described in PART II, 

Section A. 
 

 [In addition, the Participating Unit's application must be accepted and approved by the Policyholder 
and The Principal.] 
 
An entity will become a Participating Unit on: 
 
a. the Date of Issue of this Group Policy, if eligible on that date; or 
 
b. the date the entity is eligible to become a Participating Unit, if after the Date of Issue of this 

Group Policy. 
 
 

Section C - Member Insurance 
 
Insurance eligibility dates, effective dates, and termination dates for a Participating Unit's Members 
will be determined as outlined in PART III of this Group Policy. 
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Section D - Administration 
 

 Each Participating Unit will be bound by the terms of this Group Policy.  [A Participating Unit may 
not change or terminate the Group Policy.] 
 
 

Section E - Termination 
 
An entity will cease to be a Participating Unit on the earliest of: 
 
a. the date it is no longer an Eligible Participating Unit; or 
 
b. the date it suspends business, or is dissolved, or is merged; or 
 
c. the date it is removed from the Group Policy by amendment or endorsement. 
 
All insurance for a Participating Unit's Members will terminate on the date the entity ceases to be a 
Participating Unit.  The rights of all such Members will be determined as if the Group Policy had 
terminated on that date.  The Participating Unit must advise all Members of the date of termination.  
The Participating Unit must refund or otherwise account for all Member contributions not used to 
pay premiums. 
 
 

Section E - Termination 
 

An entity will cease to be a Participating Unit as outlined in PART II, Section C of this Group 
Policy. 
 
All insurance for a Participating Unit's Members will terminate on the date the entity ceases to be a 
Participating Unit.  The rights of all such Members will be determined as if the Group Policy had 
terminated on that date.  The Participating Unit must advise all Members of the date of termination.  
The Participating Unit must refund or otherwise account for all Member contributions not used to 
pay premiums. 
 
 

[Section F - List of Participating Units] 
 

 Unit Name Effective Date 
 
 [Jane Doe Company] [January 1, 1998] 
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PART V - PARTICIPATING UNIT PROVISIONS 
 
 

Section A - Eligible Participating Unit 
[217] 

[Any entity that is an affiliate or subsidiary of the Policyholder may become a Participating Unit 
under this Group Policy, provided such affiliate or subsidiary is related to the Policyholder through 
common control or ownership.] 
 
[Any entity that subscribes to the trust which is the Policyholder, that is accepted by The Principal 
as a Participating Unit, and that performs the duties of a Participating Unit specified in this Group 
Policy.] 
 

[217A] [Any business or industry group that is a member or associate member of the [John Doe 
Association] may become a Participating Unit under the Master Policy.] 
 

Section B - Participating Unit 
 
A Participating Unit is any entity listed in this PART V, Section F, on the Date of Issue of this 
Group Policy or so listed later by amendment or endorsement to this Group Policy; or identified to 
this Group Policy by The Principal. 
 
The Participating Unit must: 
 
a. apply for coverage under this Group Policy; and 
 
b.  be a Small Employer as defined in PART I of this Group Policy; and 
 
c. pay all premiums required for insurance on its eligible Members and maintain the contribution 

level as described in Part II, Section A; 
 
d. fulfill the employee and Dependent participation requirements as described in PART II, 

Section A. 
 

 [In addition, the Participating Unit's application must be accepted and approved by the Policyholder 
and The Principal.] 
 
An entity will become a Participating Unit on: 
 
a. the Date of Issue of this Group Policy, if eligible on that date; or 
 
b. the date the entity is eligible to become a Participating Unit, if after the Date of Issue of this 

Group Policy. 
 

Section C - Member Insurance 
 
Insurance eligibility dates, effective dates, and termination dates for a Participating Unit's Members 
will be determined as outlined in PART III of this Group Policy. 
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Section D - Administration 

 
Each Participating Unit will be bound by the terms of this Group Policy.  [A Participating Unit may 
not change or terminate the Group Policy.] 
 
 

Section E - Termination 
 
An entity will cease to be a Participating Unit on the earliest of: 
 
a. the date it is no longer an Eligible Participating Unit; or 
 
b. the date it suspends business, or is dissolved, or is merged; or 
 
c. the date it is removed from the Group Policy by amendment or endorsement. 
 
All insurance for a Participating Unit's Members will terminate on the date the entity ceases to be a 
Participating Unit.  The rights of all such Members will be determined as if the Group Policy had 
terminated on that date.  The Participating Unit must advise all insured Members of the date of 
termination.  The Participating Unit must refund or otherwise account for all Member contributions 
not used to pay premiums. 
 

Section E - Termination 
 
An entity will cease to be a Participating Unit as outlined in PART II, Section C of this Group 
Policy. 
 
All insurance for a Participating Unit's Members will terminate on the date the entity ceases to be a 
Participating Unit.  The rights of all such Members will be determined as if the Group Policy had 
terminated on that date.  The Participating Unit must advise all Members of the date of termination. 
The Participating Unit must refund or otherwise account for all Member contributions not used to 
pay premiums. 
 
 

[Section F - List of Participating Units] 
 Unit Name Effective Date 
 
 [Jane Doe Company] [January 1, 1998] 
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Your insurance has been designed to provide financial help for you when a covered loss occurs. 
This plan has chosen benefits provided by a Group Policy issued by Us, Principal Life Insurance 
Company.  To the extent that benefits are provided by that Group Policy, the administration and 
payment of claims will be done by Us as an insurer. 
 
Members rights and benefits are determined by the provisions of the Group Policy.  This booklet 
briefly describes those rights and benefits.  It outlines what you must do to be insured.  It 
explains how to file claims.  It is your certificate while you are insured. 
 
[The effective date of your insurance is as shown on your enrollment card].  
 
THIS BOOKLET REPLACES ANY PRIOR BOOKLET THAT YOU MAY HAVE 
RECEIVED. If you have any questions about this new booklet, please contact your employer.  In 
the event of future changes to your coverage, you will be provided with a new booklet-certificate 
or a booklet-certificate rider. 
 
If you have an electronic booklet, paper copies of this booklet-certificate are also available.  
Please contact your employer if you would like to request a paper copy. 
 
PLEASE READ YOUR BOOKLET CAREFULLY.  We suggest that you start with a review of 
the terms listed in the DEFINITIONS Section (at the back of the booklet).  The meanings of 
these terms will help you understand the insurance. 
 
The group insurance policy and your coverage under the Group Policy may be discontinued or 
altered by the [Policyholder][Employer] or Us at any time without your consent. 
 
We reserve complete discretion to construe or interpret the provisions of this group insurance, to 
determine eligibility for benefits, and to determine the type and extent of benefits, if any, to be 
provided.  Our decisions in such matters will be controlling, binding, and final as between Us 
and persons covered by this group insurance, subject to the Claim Procedures shown on page GH 
146 A. 
 
YOUR MEDICAL BENEFITS MAY BE REDUCED IF THE UTILIZATION 
MANAGEMENT REQUIREMENTS DESCRIBED IN THIS BOOKLET ARE NOT 
FOLLOWED.  IF YOU HAVE ANY QUESTIONS, PLEASE CALL THE TOLL-FREE 
NUMBER SHOWN ON YOUR ID CARD ON ANY BUSINESS DAY OR SEE YOUR 
EMPLOYER FOR THE TOLL-FREE NUMBER. 
 
The insurance provided in this booklet is subject to the laws of the state of Arkansas. 
 
 PRINCIPAL LIFE INSURANCE COMPANY 
 Des Moines, IA  50392-0002 
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SUMMARY OF BENEFITS (effective [JANUARY 1, 2010]) 
 
 
 
COMPREHENSIVE MEDICAL EXPENSE INSURANCE 
 
This section highlights the benefits provided under this insurance.  The purpose is to give you 
quick access to the information you will most often want to review.  Please read the other 
sections of this booklet for a more detailed explanation of benefits and any limitations or 
restrictions that might apply. 
 
If you [or one of your Dependents] are sick or injured, Scheduled Benefits then in force will be 
payable for Medically Necessary Care. Scheduled Benefits are based on your class: 
 
 Class Scheduled Benefits 
 
 All Members [and their Dependents]...................... [Comprehensive Medical] 
 
COPAY AMOUNTS 
 
 [- For each period of Hospital Inpatient 
   Confinement.............................. The first day room and board charges (but not 

more than the Hospital Room Maximum for 
each day of confinement in a private room).  
[This Copay is in addition to the calendar year 
Deductible shown below.] [If both the 
newborn child and mother are insured under 
the Group Policy, the Copay does not apply 
for a newborn child (for the initial Hospital 
Inpatient Confinement) whose length of stay in 
the Hospital is the same as the mother’s 
length of stay.]   

 
 [- For each period of Hospital Inpatient 
   Confinement.............................. [$200] for each admission.  [This Copay is in 

addition to the calendar year Deductible 
shown below.] [If both the newborn child and 
mother are insured under the Group Policy, 
the Copay does not apply for a newborn child 
(for the initial Hospital Inpatient 
Confinement) whose length of stay in the 
Hospital is the same as the mother’s length of 
stay.] 

  
 [- For each emergency room 
   visit (Copay waived 
   if admitted)................................ [$100] [This Copay is in addition to the 

calendar year Deductible shown below.] ] 
 
 [- For Physician Visit Charges .............. [$25] for each visit] [(other than for [Provider 

Administered] Specialty Prescription Drugs 
as provided below)] [and] [(other than 
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charges for [Adult Wellness] [Well Child 
Visits] [Pediatric Vaccines] [Mammograms] 
[and] [Colonoscopies] as provided below)] 

 
 [- [Adult Wellness] [Well Child Visits] . 
  [Pediatric Vaccines] provided in a  
  Physician office or clinic] 
 
[-  Copay .......................................... [$25] for each visit]] 
[-  Coinsurance ....................................... [100%] 
[-  Deductible .......................................... [$250] 
 
 [- Mammograms provided in a  
  Physician office or clinic or outpatient facility] 
 
[-  Copay .......................................... [$25] for each visit]] 
[-  Coinsurance ....................................... [100%] 
[-  Deductible .......................................... [$250]] 
 
 [- [Screening] Colonoscopies provided 
  In a Physician office or clinic or 
  outpatient facility] 
 
[-  Copay .......................................... [$150] for each visit] 
[-  Coinsurance ....................................... [100%] 
[-  Deductible .......................................... [$250] 
 
 [- [Provider Administered] Specialty 
  Prescription Drugs filled in a  
  [Physician office or clinic]  
  [outpatient facility] 
   [Home Health Care Agency] 
 
[-  Copay ..........................................[$100] for each Specialty Prescription Drug 

Filled] 
[-  Coinsurance .......................................[100%] for each Specialty Prescription Drug 

Filled] 
[-  Deductible ..........................................[$250] for each Specialty Prescription Drug 

Filled] 
 
 [-  [Provider Administered] Specialty 
  Prescription Drug filled at a 
  Specialty Pharmacy] 
 
[-  Copay .......................................... [$100] for each Specialty Prescription Drug 

Filled] 
[-  Coinsurance ....................................... [100%] for each Specialty Prescription Drug 

Filled]] 
[-  Deductible .......................................... [$250] for each Specialty Prescription Drug 

Filled]] 
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 [- [Provider Administered] Specialty 
  Prescription Drug filled at a  
  Member Pharmacy] 
 
[-  Copay ..........................................[$100] for each Specialty Prescription Drug 

Filled]] 
[-  Coinsurance .......................................[100%] for each Specialty Prescription Drug 

Filled]] 
[-  Deductible ..........................................[$250] for each Specialty Prescription Drug 

Filled]] 
 
 [- [Provider Administered] Specialty 
  Prescription Drug filled at a  
  Non-Member Pharmacy] 
 
[-  Copay ..........................................[$200] for each Specialty Prescription Drug 

Filled]] 
[-  Coinsurance .......................................[100% for each Specialty Prescription Drug 

Filled]] 
[-  Deductible ..........................................[$250 for each Specialty Prescription Drug 

Filled]] 
 
[Copay amounts] will continue to apply after [the calendar year Deductible] and the [Out-of-
Pocket Expense limits] have been satisfied.  [In addition, Copay amounts cannot be used to 
satisfy the family Deductible limit described below.] 
 
In addition, the Copay provision does not apply to charges incurred for Advanced Imaging 
Services as described on GH 412 GG.  These charges are subject to the calendar year Deductible. 
 
DEDUCTIBLE AMOUNTS 
 
 Individual................................................... $[500] per calendar year [(including charges 

incurred for Advanced Imaging Services.] 
 
 [Family ....................................................... $[1500] per calendar year 
 

The family maximum Deductible for all persons in the same family (you and your 
Dependents) each calendar year will be $[1500] (but not counting more than $ [500] for 
any one person in your family).   When the family maximum Deductible is satisfied for a 
calendar year, benefits will be payable as if the individual Deductibles had been satisfied 
for each person in your family.] 
 
[If both the newborn child and mother are insured under the Group Policy, the Deductible 
does not apply for a newborn child (for the initial Hospital Inpatient Confinement) whose 
length of stay in the Hospital is the same as the mother’s length of stay.] 

 
There is [no ][Deductible [or Copay] required for: 
 

- Outpatient Laboratory Services when obtained by a network laboratory provider 
chosen by Us[; and] 
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OUT-OF-POCKET EXPENSE LIMITS 
 
 - Per person/per calendar year..................................... [$ 5,000] 
 
 - Per family/per calendar year ..................................... [$ 6,000] 
 
The following charges will not count toward satisfaction of the Out-of-Pocket Expense limits: 
 

[- Covered Charges for which no benefits are payable because of the Utilization 
Management Requirements penalty; or] 

 
[- The Hospital per admission Copay amount; or] 
 
[- The Physician Office or Clinic Visit Charges per-visit Copay amount; or] 
 
[- The emergency room per-visit Copay amount; or] 
 
[- Covered Charges for Mental Health or Behavioral Treatment Services][; or 
 
[- The [Provider Administered] Specialty Prescription Drug Copay Amount][; or 
 
[- The [Adult Wellness] [Well Child Visits] [Pediatric Vaccines] [Colonoscopies] [and] 

[Mammograms] per visit Copay Amount].] 
 

[For the Physician Office of Clinic Visit Charges, the coinsurance amount that you [and your 
Dependent] must pay after the [Copay amount will be counted toward satisfaction of [the Out-
of-Pocket Expense limits], but will not be counted toward satisfaction of [the calendar year 
Deductible Amount].] 
 
Physician Office or Clinic Visit 
 
Covered Charges will include charges for Physician Visits Charges.  Benefits will be payable at 
[100% ] of Physician Visit Charges (other than charges incurred for outpatient, clinic or office-
based surgery, Advanced Imaging Services as described in GH 412 GG) [in excess of the 
applicable Copay][or Deductible amount] [up to a [ $500 per visit.]  [Additional benefits beyond 
the [$500 per visit] limit will be subject to the Calendar Year Deductible and Coinsurance 
percentage].  Charges incurred for outpatient, clinic or office-based surgery; Advanced Imaging 
Services as described in GH 412 GG will be paid subject to the Calendar Year Deductible and 
Coinsurance.   
 
[[Adult Wellness], [Well Child Visits], [Pediatric Vaccines], [Colonoscopies] [and] 
[Mammograms] 
 
Covered Charges will include charges incurred for [Adult Wellness] [Well Child Visits] 
[Colonoscopies] [Pediatric Vaccines] and [Mammograms].  Benefits will be payable at [100%] 
of Covered Charges [in excess of the applicable [Copay] [or] [Deductible Amount] [up to a 
$[500] maximum benefit per visit.]  [Additional benefits, if any, beyond the [$500] visit limit will 
be subject to the calendar year Deductible and Coinsurance percentage.] 
 



 
GH 104 A-5 -5- 

[[Provider Administered] Specialty Prescription Drugs 
 
Covered Charges for [Provider Administered] Specialty Prescription Drugs filled in a 
[Physician office or clinic or outpatient facility] [Specialty Pharmacy] [Member Pharmacy] 
[Non-Member Pharmacy] [Home Health Care Agency] will be payable at [100%] of each 
person’s Covered Charges [in excess of the applicable Copay Amount] [or] [Deductible 
Amount.] 
 
BENEFITS PAYABLE 
 
Benefits payable for Treatment or Service received each calendar year will be: 
 

- [80%] of each person's Covered Charges in excess of the applicable Deductible or 
Copay amount described above[ until the Out-of-Pocket Expense maximum is 
reached; and 

 
- 100% of all remaining Covered Charges in excess of the Out-of-Pocket Expense 

maximum]. 
 
The following exceptions apply to the Benefits Payable provisions described above: 
 

- For [Hospital Inpatient Confinement Charges] [,] [and] [Observation Services [in 
excess of [47] consecutive hours]] [and] [Surgery Related Charges] and [all charges 
incurred for services listed in this booklet under Pretreatment Review], benefits will 
be subject to the Utilization Management Program.  See page GH 407 CC for a 
complete description of the Utilization Management Program. 

 
 [- For [Provider Administered] Specialty Prescription Drugs, see page GH 412 A for a 

complete description of the benefits payable for these services.] 
 
 - For payment conditions applicable to [Mental Health or Behavioral Treatment 

Services and Alcohol or Drug Abuse Treatment Services][Mental Health, Behavioral, 
Alcohol or Drug Abuse Treatment Services]. See page GH 412 B. 

 
- For payment conditions applicable to Transplant Services, see page GH 412 C. 
 
- For payment conditions applicable to emergency room treatment, see GH 412 H.  
 
[- For payment conditions applicable to Rehabilitative Services, see GH 412 F.] 
 
[- For payment conditions applicable to Wellness Services, see GH 412 E.] 
 
[- For payment conditions applicable to outpatient Laboratory Services, see GH 412 G.] 
 
[- For payment conditions applicable to Advanced Imaging Services, see GH 412 GG.] 

 



 
GH 104 A-5 -6- 

BENEFIT MAXIMUMS 
 
[Overall Lifetime] Maximum Payment Limit.....................................  [$2,000,000][Unlimited] 
 
As described below, there are other Lifetime Maximum Payment Limits applicable to certain 
medical Treatment or Service.  Benefits paid toward all such limits will be counted towards the 
Overall Lifetime Maximum Payment Limit shown above, and will reduce this maximum 
accordingly. 
 
[Alcohol or Drug Abuse Treatment Services ...... See GH 412 B] 
 
[Transplant Services Outside the  
 Transplant Network .................................... [$30,000 during an insured person's lifetime]] 
 
[Ambulance Services ........................................... [$5,000] per person/per calendar year] 
 
Home Health Care................................................ [60 visits] per person/per calendar year 
 
Prosthetics ............................................................ [$50,000] during an insured person's lifetime 
 
Skilled Nursing Facility Confinement ................. [$800 per day/60 days] for all confinements 

resulting from the same sickness or injury 
 
Durable Medical Equipment ................................ [$2,500] per person/per calendar year 
 
Your Responsibilities 
 
 In order to maximize your benefits, you have the responsibility to: 
 
 - know and understand your health care benefits; and 
 

- understand when it is necessary to receive pre-authorization for a particular 
Treatment or Service.  You must follow all of the requirements described on page 
GH 407 CC – Utilization Management Program or your benefits may be reduced 
or eliminated.   

 
[PRESCRIPTION DRUGS 
 
Benefits Payable 
 
[For each [Self Administered] Specialty 
Prescription Drug and each refill........................ [100%] of Covered Charges in excess of the 

[Deductible] [and] [Copay amount] [Copay 
amount of [25%] of Covered Charges up to 
[$2,000] per calendar year] 

[For [all other Prescription Drugs] each 
Prescription Drug and each refill ......................... [100%] of Covered Charges in excess of the 

Copay Amount.] 
 
This variable used if plan includes Maintenance Drugs and Medicines under the Retail Drug 
Benefit. 
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[Copay Amount For Maintenance Drugs and Medicines: 
 
An amount equal to [3-times] the applicable Copay amount shown below for "all other drugs".] 
 
Copay Amount [for All other Drugs] 
 
This variable used if plan has flat Copay amount: 
 
[For each prescription and each refill .................. [$5]] 
 
This variable used if plan has dual Copay (i.e., Generic vs Brand Name): 
 
[For each prescription and each refill: 
 
 - For Tier 1 Prescription Drugs: ........... [$5] 
 

 - For Tier 2 Prescription Drugs: [$10] plus [10%] of the amount of 
remaining Covered Charges.]] 

 
[- For Tier 3 Prescription Drugs: [$15] plus [15%] of the amount of 

remaining Covered Charges.]] 
 
[- For Tier 4 Prescription Drugs: [$20] plus [20%] of the amount of 

remaining Covered Charges.]] 
 
[- For Tier 5 Prescription Drugs: [$25] plus [25%] of the amount of 

remaining Covered Charges.]] 
 
[- For Tier 6 Prescription Drugs: [$30] plus [35%] of the amount of 

remaining Covered Charges.]] 
 

[Prescription Drugs Deductible and Copay Amount 
 
The individual Deductible and Copay amount for you and each of your Dependents is: 
 

- The first [$100] of Prescription Drugs Covered Charges incurred each calendar year; 
followed by 

 
  [-A Copay of [$20] for each prescription and each refill.] 
 
  [-For each prescription and each refill, a Copay of: 
 
   - [$10] for Tier 1 Prescription Drugs, and 
   - [$20] for Tier2 Prescription Drugs]; and 
   [- [$25] for Tier3 Prescription Drugs]; and] 
   [- [$30] for Tier 4 Prescription Drugs]; and] 
   [- [$35] for Tier 5 Prescription Drugs; and] 
   [- [$40] for Tier 6 Prescription Drugs.]  
 
 
 [For each prescription and each refill, a Copay of: 
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 - For Tier 1 Prescription Drugs ............ [$7] 
 
 - For Tier 2 
   Prescription Drugs..................... [$10] plus [15%] of the remaining Covered 

Charges] 
 
 - For Tier 3 
   Prescription Drugs 
   and all other drugs..................... [$15] plus [30%] of the remaining Covered 

Charges]] 
 
 [- For Tier 4 
   Prescription Drugs 
   and all other drugs..................... [$20] plus [30%] of the remaining Covered 

Charges]] 
 
 [- For Tier 5 
   Prescription Drugs 
   and all other drugs..................... [$25] plus [30%] of the remaining Covered 

Charges]] 
 
 [- For Tier 6 
   Prescription Drugs 
   and all other drugs..................... [$30] plus [30%] of the remaining Covered 

Charges]] 
 
 
Charges incurred under the Comprehensive Medical benefits cannot be used to satisfy the 
Prescription Drugs Deductible amount and vice versa. 
 
In addition, charges incurred under this section for Prescription Drugs cannot be used to satisfy 
the Comprehensive Medical Out-of-Pocket Expense limits.] 
 
If a prescription or refill is not in a select class with a Reference Drug Price: 
 
[Each prescription and each refill will be filled with a Generic Prescription Drug, if there is a 
Generic equivalent available. When a Brand name drug is dispensed but a generic equivalent was 
available (including situations where the Physician has specified that the medication prescribed 
must be a Brand Name Drug and has indicated "Dispense as Written" on the prescription), the 
Member [or Dependent] must pay the difference between the Generic Drug price and the Brand 
Name Drug price in addition to the applicable tier Copay for the Brand Drug. If there is no 
generic equivalent available and a Brand Name Drug is dispensed, the applicable tier Copay of 
the Brand Name Drug will apply.] 
 
[Each prescription and each refill will be filled with a Generic Prescription Drug, if there is a 
generic equivalent available. Whenever a Brand Name Drug is dispensed but a generic 
equivalent was available, the Member [or Dependent] must pay the difference between the 
Generic Drug price and the Brand Name Drug price in addition to the applicable tier Copay for 
the Brand Drug. However, if the physician specifies that the medication prescribed must be a 
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Brand Name Drug and has indicated "Dispense as Written" on the prescription, benefits will be 
payable based on the Brand Name Drug pricing after payment of the applicable tier Copay for 
the Brand Name Drug. If there is no generic equivalent available and a Brand Name Drug is 
dispensed, the applicable tier Copay of the Brand Name Drug will apply.] 
 

 
[If a prescription or refill is in a select class with a Reference Drug Price: 
 
[When a drug is dispensed and the drug price is more than the Reference Drug Price (including 
situations where the Physician has specified that the medication must be "Dispensed as Written" 
on the prescription), the Member [or Dependent] must pay the difference between the Reference 
Drug Price and the price of the drug dispensed in addition to the applicable tier Copay. If the 
Reference Drug is dispensed, the Member [or Dependent] will pay the applicable tier Copay 
depending on the drug tier classification.] 
 
[When a drug is dispensed and the drug price is more than the Reference Drug Price and the 
Physician has specified that the medication must be "Dispensed as Written" on the prescription), 
the Member [or Dependent] must pay the applicable tier Copay for the drug dispensed. If the 
Member requests that a drug be dispensed that is more costly than the Reference Drug Price, the 
Member [or Dependent] must pay the difference between the Reference Drug Price and the price 
of the drug dispensed in addition to the applicable tier Copay of the drug dispensed. If the 
Reference Drug is dispensed, the Member [or Dependent] will pay the applicable tier Copay 
depending on the drug tier classification.] 
 
[You will receive a list from Us showing those drugs that are included on the Preferred 
Brand Name Drugs list.  When you receive a prescription from your Physician, you should 
encourage the Physician to prescribe one of the drugs from the list.  Explain that your drug 
cost is significantly lower when you use a Preferred Brand Name Drug.  Your employer 
also has a copy of this list.] 
 
See page GH 432 for a complete description of Prescription Drugs Expense Insurance.] 
 
 
[MAIL SERVICE PRESCRIPTION DRUGS 
 
Benefits Payable 
 
 For each prescription and each refill........... [100%] of charges in excess of the Copay 

Amount 
 
[Copay Amount 
 
This variable used if plan has flat Copay amount: 
 
[For each prescription and each refill .................. [$10]] 

This variable used if plan has dual Copay (i.e. Generic vs. Brand Name): 
 
[For each prescription and each refill: 
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 [- For Tier 1 Prescription Drugs ............ [$10] 
 
 [- For Tier 2 
  Prescription Drugs ............................. [$20] [plus [10%] of the remaining amount 

charged]] 
 
 [- For Tier 3 
  Prescription Drugs ............................. [$25] [plus [20%] of the remaining amount 

charged]] 
 
 [- For Tier 4 
  Prescription Drugs ............................. [$30] [plus [25%] of the remaining amount 

charged]] 
 
 [- For Tier 5 
  Prescription Drugs ............................. [$35] [plus [30%] of the remaining amount 

charged]] 
 
 [- For Tier 6 
  Prescription Drugs ............................. [$40] [plus [35%] of the remaining amount 

charged]] 
 
 
[Prescription Drugs Deductible and Copay Amount 
 
The individual Deductible and Copay amount for you and each of your Dependents is: 
 

- The first [$100] of Prescription Drugs Covered Charges incurred each calendar year; 
followed by 

 
  [-A Copay of [$20] for each prescription and each refill.] 
 
  [-For each prescription and each refill, a Copay of: 
 
   - [$10] for Tier 1 Prescription Drugs, and 
   - [$20] for Tier 2 Prescription Drugs]; and ] 
   - [$25] for Tier 3 Prescription Drugs]; and]  
   - [$30] for Tier 4 Prescription Drugs]; and]  
   - [$35] for Tier 6 Prescription Drugs]  
 
 [For each prescription and each refill, a Copay of: 
 
 - For Tier 1 Prescription Drugs ............ [$7] 
 
 - For Tier 2 
   Prescription Drugs..................... [$10] plus [15%] of the remaining amount 

charged] 
 
 - For Tier 3 
   Prescription Drugs 
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   and all other drugs..................... [$15] plus [30%] of the remaining amount 
charged] 

 
 [- For Tier 4 
   Prescription Drugs 
   and all other drugs..................... [$20] plus [35%] of the remaining amount 

charged]] 
 
 [- For Tier 5 
   Prescription Drugs 
   and all other drugs..................... [$25] plus [40%] of the remaining amount 

charged]] 
 
 [- For Tier 6 
   Prescription Drugs 
   and all other drugs..................... [$30] plus [45%] of the remaining amount 

charged]] 
 
Charges incurred under the Comprehensive Medical benefits cannot be used to satisfy the 
Prescription Drugs Deductible amount and vice versa. 
 
In addition, charges incurred under this section for Prescription Drugs cannot be used to satisfy 
the Comprehensive Medical Out-of-Pocket Expense limits.] 
 
If a prescription or refill is not in a select class with a Reference Drug Price: 
 
[Each prescription and each refill will be filled with a Generic Prescription Drug, if there is a 
Generic equivalent available. When a Brand name drug is dispensed but a generic equivalent was 
available (including situations where the Physician has specified that the medication prescribed 
must be a Brand Name Drug and has indicated "Dispense as Written" on the prescription), the 
Member [or Dependent] must pay the difference between the Generic Drug price and the Brand 
Name Drug price in addition to the applicable tier Copay for the Brand Drug. If there is no 
generic equivalent available and a Brand Name Drug is dispensed, the applicable tier Copay of 
the Brand Name Drug will apply.] 
 
[Each prescription and each refill will be filled with a Generic Prescription Drug, if there is a 
generic equivalent available. Whenever a Brand Name Drug is dispensed but a generic 
equivalent was available, the Member [or Dependent] must pay the difference between the 
Generic Drug price and the Brand Name Drug price in addition to the applicable tier Copay for 
the Brand Drug. However, if the physician specifies that the medication prescribed must be a 
Brand Name Drug and has indicated "Dispense as Written" on the prescription, benefits will be 
payable based on the Brand Name Drug pricing after payment of the applicable tier Copay for 
the Brand Name Drug. If there is no generic equivalent available and a Brand Name Drug is 
dispensed, the applicable tier Copay of the Brand Name Drug will apply.] 
 
[If a prescription or refill is in a select class with a Reference Drug Price: 
 
[When a drug is dispensed and the drug price is more than the Reference Drug Price (including 
situations where the Physician has specified that the medication must be "Dispensed as Written" 
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on the prescription), the Member [or Dependent] must pay the difference between the Reference 
Drug Price and the price of the drug dispensed in addition to the applicable tier Copay. If the 
Reference Drug is dispensed, the Member [or Dependent] will pay the applicable tier Copay 
depending on the drug tier classification.] 
 
[When a drug is dispensed and the drug price is more than the Reference Drug Price and the 
Physician has specified that the medication must be "Dispensed as Written" on the prescription), 
the Member [or Dependent] must pay the applicable tier Copay for the drug dispensed. If the 
Member requests that a drug be dispensed that is more costly than the Reference Drug Price, the 
Member [or Dependent] must pay the difference between the Reference Drug Price and the price 
of the drug dispensed in addition to the applicable tier Copay of the drug dispensed. If the 
Reference Drug is dispensed, the Member [or Dependent] will pay the applicable tier Copay 
depending on the drug tier classification.] 
 
[You will receive a list from Us showing those drugs that are included on the Preferred 
Brand Name Drugs list.  When you receive a prescription from your Physician, you should 
encourage the Physician to prescribe one of the drugs from the list.  Explain that your drug 
cost is significantly lower when you use a Preferred Brand Name Drug.  Your employer 
also has a copy of this list.] 
 
See page GH 433 for a complete description of Mail Service Prescription Drugs Expense 
Insurance.] 
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SUMMARY OF BENEFITS 
(effective [January 1, 2010]) 
 
 
COMPREHENSIVE MEDICAL EXPENSE INSURANCE 
 
This section highlights the benefits provided under this insurance.  The purpose is to give you 
quick access to the information you will most often want to review.  Please read the other 
sections of this booklet for a more detailed explanation of benefits and any limitations or 
restrictions that might apply. 
 
If you [or one of your Dependents][are] sick or injured, Scheduled Benefits then in force will be 
payable for Medically Necessary Care.  Scheduled Benefits are based on your class: 
 
 Class Scheduled Benefit 
 
 All Members [and their Dependents]........................................... [Comprehensive Medical] 
 
[PREFERRED][NETWORK] PROVIDER ORGANIZATION [(PPO)] 
 
Your employer participates in a [Preferred Provider Organization (PPO)] network established 
and administered by [John Doe [PPO][Network]]. 
 
As you may know, [Preferred][Network] Provider Organization networks are arrangements 
whereby Hospitals, Physicians, and other providers are contracted to furnish, at negotiated costs, 
medical care for the employees and their Dependents of participating employers. 
 
It is expected that your employer's participation in the [PPO][Network] will result in significant 
savings of funds needed to maintain your coverage.  These savings are to be passed on to you in 
the form of higher benefits payable for services received by you [or a Dependent] from 
[Preferred][Network] Providers. 
 
Please note that your employer's participation in the [PPO] network does not mean that your 
choice of provider will be restricted.  You may still seek needed medical care from any Hospital, 
Physician, or other provider you wish.  However, in order to avoid higher charges and reduced 
benefit payments, you are urged to obtain such care from [Preferred][Network] Providers 
whenever possible. 
 
We have the right to terminate the [PPO][Network] portion of this coverage if We or the 
[PPO][Network] terminate the arrangement. 
 
We also have the right to identify different [Preferred][Network] Provider Organizations from 
time to time, and to terminate the designation of any [Preferred][Network] Provider at any time. 
 
We may from time to time enter into Written agreements, directly or indirectly with health care 
providers or other third parties that would require the payment of benefits or processing of 
claims and appeals in a manner other than set forth in the Group Policy.  In such cases, the 
arrangement agreed upon between the health care providers or other third parties will be 
controlling. 
A current listing of the participating Hospitals, Physicians, and other providers is available 
through an on-line [Preferred][Network] Provider directory.  By accessing the Principal Life 
Insurance Company website www.principal.com, you can review [Preferred][Network] Provider 
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directories for your [PPO] Network.  Click on “Provider Directory,” then “Search for a Medical 
Provider,” then you can continue to follow the prompts to find your [PPO] Network.  If you do 
not have internet access, you can request a paper copy of the provider directory for your [PPO] 
network from (800) 554-3392 for medical providers.  Whether using the internet or a paper 
directory, we recommend that you (1) verify your provider’s participation in the network before 
seeking treatment and (2) confirm [PPO][Network] participation with your provider when 
making your appointment. 
 
MEDICAL CARE COVERED CHARGES 
 
Benefits payable will be based on four Categories of medical care services as described below. 
 
See page GH 411 A for a full description of Covered Charges.  
 
BENEFITS PAYABLE 
 
Benefits will be payable during a calendar year as shown below, and will vary depending upon 
whether or not needed care is received from a Hospital, Physician, or other provider who has 
contracted with the [Preferred][Network] Provider Organization. 
 
[If both the newborn child and mother are insured under the Group Policy, the [Copay][ and] 
[Deductible Amount] does not apply for a newborn child (for the initial Hospital Inpatient 
Confinement) whose length of stay in the Hospital is the same as the mother’s length of stay.]  

 
Service  [PPO] [Network] Non-[PPO [Network] 
   Providers   Providers 
 
 
Hospital Services[ (except for Emergency Room 
Services as provided below)] 
 
 - Inpatient Hospital Services 
 
  - Coinsurance..........................  [80%] [60%] 
  - Deductible .......................... [$125*] [None] 
  - [Copay] ............................... [None] [[$125] [per admis-

sion], in addition to 
the calendar year 
De-ductible shown 
above. ] 

 [- Emergency Room Services [for a 
  Medical Emergency] 
 
  - Coinsurance .........................  [100%] [100%] 
  [- Deductible .......................... [$500*] [$750*]] 
  - [Copay] ................................  [$150 per visit] [$150] per visit 

[in addition to ] 
Calendar Year 
Deductible [Waived 
If admitted.] 

 
Hospital Services Covered Charges for Birthing Center Services, 
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Ambulatory Surgery Center Services, and freestanding dialysis 
center services will be subject to the applicable calendar year 
Deductible Amount.   
Service  [PPO] [Network] Non-[PPO [Network] 
   Providers   Providers 
 
 
 - Outpatient facility 
  [(other than outpatient, clinic or office-based surgery)] 
 
  - Coinsurance..................................... [80%] [60%] 
  - Deductible ....................................... [$500*] [$750*] 
  - [Copay] ........................................... [None] [None] 
 

- [Outpatient, clinic or office-based Surgery at a Hospital 
 
  - Coinsurance..................................... [80%] [60%] 
  - Deductible ....................................... [$500*] [$750*] 
  - [Copay] ........................................... [None] [None]] 
 
 
Physician Hospital Services 
 

- Physician Hospital Services 
  (including surgery and 
  Physician Visits) 
 
  - Coinsurance..................................... [80%] [60%] 
  - Deductible ...................................... [$500*] [$750*] 
  - [Copay] ........................................... [None] [None] 
 
Physician Office or Clinic Services 
 

- Services at a [Primary Care] Physician's office or clinic 
  [(other than [outpatient, clinic or office-based surgery]  
  Advanced Imaging Services as described on GH 411 GG)]  
  [(other than for [Provider Administered]  
  Specialty Prescription Drugs)] [and]  
  [(other than charges for [Adult Wellness]  
  [Well Child Visits] [Pediatric Vaccines] [Mammograms]  
  [and] [Colonoscopies])] 
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Service  [PPO] [Network] Non-[PPO [Network] 
   Providers   Providers 

 
[“Primary Care Physician” means a Physician who is a family or general practitioner, 
internist, obstetrician/gynecologist or pediatrician.] 

 
  - Coinsurance..................................... [100%] [up to $500] [75%] 
     per visit] 

[Additional benefits 
beyond the [$500] 
per visit limit will be 
subject to the [calendar 
year Deductible Amount 
and Coinsurance 
Percentage] 

 
  - [Copay] ........................................... [$25 per-visit] [None] 
  - Deductible ....................................... [None] [$25*] 

- Services at a [Specialty Provider’s] office or clinic 
  [(other than [outpatient, clinic or office-based surgery][and]   
  Advanced Imaging Services as described on GH 411 GG)] 
  [(other than for [Provider Administered]  
  Specialty Prescription Drugs)] [and]  
  [(other than charges for [Adult Wellness] 
  [Well Child Visits] [Pediatric Vaccines] [Mammograms] 
   [and] [Colonoscopies])] 
 

[“Specialty Provider” means any Physician other than a Primary Care Physician who 
is classed as a specialist by the American Boards of Medical Specialties; or who is 
designated by the Group Policy as a Specialty Provider.]  

 
  - Coinsurance..................................... [100%][ up to $500] [75%] 
     per-visit] 

[Additional benefits 
beyond the [$500] 
per-visit limit will be 
subject to the [calendar 
year Deductible Amount 
and Coinsurance 
Percentage] 

  - [Copay] ........................................... [$40 per-visit] [None] 
  - Deductible ....................................... [None] [$25*] 
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Service  [PPO] [Network] Non-[PPO [Network] 
   Providers   Providers 
 

 - [Pediatric Vaccines] at a Physician’s office 
 or clinic 
 

  - Coinsurance .................................... [100%[ up to $500] [Not Covered] 
     per-visit] 

[Additional benefits 
beyond the [$500] 
per-visit limit will be 
subject to the [calendar 
year Deductible Amount 
and Coinsurance 
Percentage] 

  - [Copay] ........................................... [$25 per-visit] [Not Covered] 
  - Deductible ....................................... [None] [Not Covered]] 

 
- [Colonoscopies at a 

Physician’s office or clinic 
or outpatient facility 
 

  - Coinsurance .................................... [100%[ up to $500] [Not Covered] 
per-visit] 
[Additional benefits 
beyond the [$500] 
per-visit limit will be 
subject to the [calendar 
year Deductible Amount 
and Coinsurance 
Percentage] 

  
  - [Copay] ........................................... [$150 per-visit] [Not Covered] 
  - [Deductible].................................... [None] [Not Covered]] 

 
- [Outpatient, clinic or office-based surgery at a Physician’s office 

 or an Ambulatory Surgery Center 
 
  - Coinsurance..................................... [80%] [60%] 
  - [Copay] ........................................... [None] [None] 
  - Deductible ....................................... [$500*] [$750*]] 
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Service  [PPO] [Network] Non-[PPO [Network] 
   Providers   Providers 
 
 

- [Mammograms in a Physician office  
 or clinic or outpatient facility] 

 
   [Coinsurance] ................................. [100%] [80%]] 

Per-visit] 
[Additional benefits 
beyond the [$500] 
per-visit limit will be 
subject to the [calendar 
year Deductible Amount 
and Coinsurance 
Percentage] 

   [Copay] ...........................................[$25] [$25]] 
   [Deductible]....................................[None] $25*]] 

- [Provider Administered] Specialty Prescription Drugs  
filled in a [Physician office or clinic  or outpatient 
facility][Home Health Care Agency] 
 
- Additional Copay per drug ............. [$100] [$125] 
[- Coinsurance .................................... [100%] [75%]] 
[- Deductible ....................................... [$250] [$375*]] 
  

- [Provider Administered] Specialty Prescription Drugs  
 Filled at a Specialty Pharmacy 
 

- Additional Copay per drug ............. [$100] [None] 
[- Coinsurance .................................... [100%] [None]] 
[-   Deductible ....................................... [$250] [None]] 

 
- [Provider Administered] Specialty Prescription Drugs 

Filled at a Member Pharmacy 
 
- Additional Copay per drug ............. [$100] [None] 
[- Coinsurance .................................... [100%] [None]] 
[- Deductible ....................................... [$250] [None]] 
 
[Provider Administered] Specialty Prescription Drugs 
Filled at a Non-Member Pharmacy .........  
 
- Additional Copay per drug ............. [None] [$125] 
[- Coinsurance .................................... [None] [75%]] 
[- Deductible ....................................... [None] [$250]] 
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Service  [PPO] [Network] Non-[PPO [Network] 
   Providers   Providers 
 
All Other Covered Services 
 
 - Ambulance Services 
 
  - Coinsurance..................................... [80%] [80%] 
  - [Copay] ........................................... [None] [None] 
  - Deductible ....................................... [$500*] [$500*] 
 
Other Medical Services (including 
 

Advanced Imaging Services as described on GH 411 GG) 
 

 - Coinsurance..................................... [80%] [60%] 
 - [Copay] ........................................... [None] [None] 
 - Deductible ...................................... [$500*] [$750*] 
 
[Services provided by a Non-[PPO][Network] anesthesiologist, radiologist, and 
pathologist  
 
For services provided by a Non-[PPO][Network] anesthesiologist, radiologist, and 
pathologist, benefits will be payable at the [PPO][Network] coinsurance level when such 
services are provided at a [PPO][Network] Hospital (inpatient, outpatient, and emergency 
room) or a licensed freestanding surgical center.] 

 
[COPAY AMOUNTS 
 
Copays cannot be used to satisfy the individual or family calendar year Deductible maximums 
and will continue to apply after the calendar year Deductible and the [Out-of-Pocket Expense 
limits] [Coinsurance Maximum] have been satisfied.  This applies to: 
 

[- The Hospital Services Hospital per admission Copay amount; and] 
 
[- The Physician Office or Clinic Services per-visit Copay amount; and] 
 
[- The emergency room per-visit Copay amount; and] 
 
[- Covered Charges for Mental Health or Behavioral Treatment Services; or] 
 
[- The [Provider Administered] Specialty Prescription Drug Copay amount]; or] 
 
[- The [Adult Wellness], [Well Child Visits], [Pediatric Vaccines], [Colonoscopies] 

[and] [Mammograms] per-visit Copay amount.] 
 
In addition, the Copay provision does not apply to charges incurred for Advanced Imaging 
Services as described on GH 411 GG.  These charges are subject to the calendar year Deductible. 
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[If both new newborn child and mother are insured under the Group Policy, the Copay does not 
apply for a newborn child (for the initial Hospital Inpatient Confinement) whose length of stay in 
the Hospital is the same as the mother’s length of stay.] 
 
[DEDUCTIBLE AMOUNTS 
 

[*- If medical care is received from [PPO][Network] Providers:  [You pay a single 
[$500] per individual Deductible each calendar year (or [$1500] per family, but not 
counting more than [$500] for any one person).  After you satisfy the Deductible, We 
will pay Covered Charges at the rate of payment shown above.] 

 
*[- If medical care is received from Non-[PPO][Network] Providers:  You pay a 

single [$750] per individual Deductible each calendar year (or [$2,250] per family, 
but not counting more than [$750] for any one person).  After you satisfy the 
Deductible, We will pay Covered Charges at the rate of payment shown above.] 

 
[*- You pay a [single] [$500] per individual Deductible each calendar year [(or [ $1500] 

per family, but not counting more than [$500] for any one person)].  After you satisfy 
the Deductible, We will pay Covered Charges at the rate of payment shown above.] 

 
[If both the newborn child and mother are insured under the Group Policy, the Deductible does 
not apply for a newborn child (for the initial Hospital Inpatient Confinement) whose length of 
stay in the Hospital is the same as the mother’s length of stay.] 
 
[Covered Charges used to satisfy the individual and family maximum calendar year Deductibles 
that apply when care is received from [PPO][Network] Providers will [not] be used to satisfy the 
individual and family maximums that apply when care is received from Non-[PPO][Network] 
Providers and vice versa.]] 
 
[OUT-OF-POCKET EXPENSE MAXIMUMS (for each calendar year): 
 

[PPO] [Network] Providers Non-]PPO] 
 [Network] 
  Providers 

 
Per Person................................................... [$3,000] [$4,500] 
 
Per Family................................................... [$6,000] [$7,125] 

 
[- Covered Charges used to satisfy the Out-of-Pocket Expense limits that apply when 

care is received from a [PPO][Network] provider will [not] be used to satisfy the 
Out-of-Pocket Expense limits that apply when care is received from a Non-
[PPO][Network] Provider and vice versa.] 

 
- If the amount you pay for Covered Charges in any one calendar year reaches the Out-

of-Pocket Expense Maximum shown above, We will pay 100% of additional Covered 
Charges [(except as described above under "Copay Amounts")]. 

 
The following charges will not count toward satisfaction of the Out-of-Pocket Expense 
Maximum: 
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- Covered Charges for which no benefits are payable because of the Utilization 
Management Program described in GH 407 CC; or 

 
[- The Hospital Services Hospital per admission Copay amount; or] 
 
[- The Physician Office or Clinic Services per-visit Copay amount; or] 
 
[- The emergency room per-visit Copay amount[; or][.]] 

 
[- Covered Charges for Mental Health or Behavioral Treatment Services; or]  
 
[- The [Provider Administered] Specialty Prescription Drug Copay amount].] 
 
[- The [Adult Wellness], [Well Child Visits], [Pediatric Vaccines], [Colonoscopies] 

[and] [Mammograms] per-visit Copay amount; or] 
 

[For Physician Office or Clinic Services Covered Charges [for Treatment or Service 
received from Non-[PPO][Network] Providers]:  the coinsurance amount you pay in 
excess of the per-visit Copay amount will be counted toward satisfaction of the Out-of-
Pocket Expense Maximum shown, but will not be counted toward satisfaction of the 
calendar year Deductible.]] 

 
[COINSURANCE MAXIMUMS (for each calendar year): 
 

[PPO] [Network] Providers Non-[PPO] 
  [Network] 
  Providers 

 
Per Person................................................... [$3,000] [$4,500] 
 
Per Family................................................... [$5,000] [$7,500] 
 

“Coinsurance” means the percentage of Covered Charges shared by you or your Dependents and 
by Us after the Copay and calendar year Deductible have been met. 
 
“Coinsurance Maximum” means the maximum amount of Covered Charges that you or your 
Dependents must pay in excess of the calendar year Deductible amount.   
 

[- Covered Charges used to satisfy the Coinsurance Maximums that apply when care is 
received from a [PPO][Network] provider will [not] be used to satisfy the 
Coinsurance Maximums that apply when care is received from a Non-
[PPO][Network] Provider and vice versa.] 

 
- If the amount you pay for Covered Charges in any one calendar year reaches the 

Coinsurance Maximum shown above, We will pay 100% of additional Covered 
Charges [(except as described above under "Copay Amounts")]. 

 
The following charges will not count toward satisfaction of the Coinsurance Maximum: 

 
- Covered Charges for which no benefits are payable because of the Utilization 

Management Program described in GH 407 CC; or 
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[- The Hospital Services Hospital per admission Copay amount; or] 
 
[- The Physician Office or Clinic Services per-visit Copay amount; or] 

 
[- The emergency room per-visit Copay amount; or] 

 
[- Covered Charges for Mental Health or Behavioral Treatment Services; or] 
 
[- The [Provider Administered] Specialty Prescription Drug Copay amount]; or] 
 
[- The [Adult Wellness], [Well Child Visits], [Pediatric Vaccines], [Colonoscopies] 

[and] [Mammograms] per-visit Copay amount; or] 
 
[- The calendar year Deductible.]  
 
[For Physician Office or Clinic Services Covered Charges [for Treatment or Service 
received from Non-[PPO][Network] Providers]:  the coinsurance amount you pay in 
excess of the per-visit Copay amount will be counted toward satisfaction of the 
Coinsurance Maximum shown, but will not be counted toward satisfaction of the calendar 
year Deductible.]] 

 
The following exceptions apply to the Benefits Payable provisions described above: 
 
 [- For medical care received from [[PPO][Network] Providers] [and] [Non-

[PPO][Network] Providers]: [Hospital Inpatient Confinement Charges] [and] 
[Observation Services [in excess of [47] consecutive hours] [and] [all charges 
incurred for services listed in this booklet under Pretreatment Review], benefits will 
be [ subject to the the Utilization Management Program.]  See page GH 407 CC for 
a complete description of the Utilization Management Program.] 

 
 [- [For [Provider Administered] Specialty Prescription Drugs, see page GH 411 A for a 

complete description of the benefits payable for these services.] 
 
 [- [For payment conditions applicable to [Mental Health or Behavioral Treatment 

Services and Alcohol or Drug Abuse Treatment Services][Mental Health, Behavioral, 
Alcohol or Drug Abuse Treatment Services], see page GH 411 B.] 

 
 [- For payment conditions applicable to Transplant Services, see page GH 411 C.] 
 
 [- For payment conditions applicable to Emergency Room Treatment, see page GH 411 

H.] 
 
 [- For payment conditions applicable to Rehabilitative Services, see page GH 411 F.] 

[- For payment conditions applicable to outpatient x-ray services, see page GH 411 G.] 
 
 [- For payment conditions applicable to Wellness Services, see page GH 411 E.] 
 
 [- For payment conditions applicable to outpatient Laboratory Services, see page GH 

411 G.] 
 
 [- For payment conditions applicable to Medical Emergency, see page GH 411 D.] 
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 [- For payment conditions applicable to Advanced Imaging Services, see page GH 411 
GG.] 

 
If you [or one of your Dependents] are referred to another provider, you [or your 
Dependent] should verify with the Physician that the referral is for a [PPO][Network] 
Provider.  Examples of this would be an [anesthesiologist], x-ray facilities, surgeons, 
[radiologists], etc.  If that provider is not a [PPO][Network] Provider, the level of benefits 
for Non-[PPO][Network] Providers will apply. 
 
BENEFIT MAXIMUMS 
 
[Overall Lifetime] Maximum Payment Limit.......................................... [$2,000,000][Unlimited] 
 
As described below, there are other Lifetime Maximum Payment Limits applicable to certain 
medical Treatments or Service.  Benefits paid toward all such limits will be counted towards the 
Overall Lifetime Maximum Payment Limit shown above, and will reduce this maximum 
accordingly. 
 
[Alcohol or Drug Abuse Treatment or Service. See GH 411 B.] 
 
[Transplant Services Outside the 
 Transplant Network ................................. [$30,000 during an insured person's lifetime]] 
 
[Ambulance Services ........................................ [$5,000] per person/per calendar year] 
 
Home Health Care............................................. [ 60 visits] per person/per calendar year 
 
Prosthetics ......................................................... [$50,000] during an insured person's lifetime 
 
Skilled Nursing Facility Confinement .............. [$800 per day/60 days] for all confinements 

resulting from the same sickness or injury 
 
Durable Medical Equipment ............................. [$2,500] per person/per calendar year. 
 
Your Responsibilities 
 
 In order to maximize your benefits, you have the responsibility to: 
 
 - know and understand your health care benefits; and 
 
 - verify that the providers you receive care from are included in the [PPO] [Network] 

of providers to receive the [PPO] [Network] level of benefits.  When you receive care 
from Non-[PPO] [Network] providers, you pay more;and  

 
 - understand when it is necessary to receive pre-authorization for a particular 

Treatment or Service.  You must follow all of the requirements described on page GH 
407 CC – Utilization Management Program or your benefits may be reduced or 
eliminated.   
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[PRESCRIPTION DRUGS 
 
Benefits Payable 
 
[For each [Self Administered] Specialty 
Prescription Drug and each refill ......................... [100%] of Covered Charges in excess of the 

[Deductible] [and] [Copay amount] [Copay 
amount of [25%] of Covered Charges up to 
[$2,000] per calendar year] 
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This variable used if plan includes Maintenance Drugs and Medicines under the Retail Drug 
Benefit. 
 
[Copay Amount For Maintenance Drugs and Medicines: 
 
An amount equal to [3-times] the applicable Copay amount shown below for "all other drugs".] 
 
Copay Amount [for All other Drugs] 
 
This variable used if plan has flat Copay amount: 
 
[For each prescription and each refill  [$5]] 
 
This variable used if plan has dual Copay (i.e., Generic vs Brand Name): 
 
[For each prescription and each refill: 
 
 - For Tier 1 Prescription Drugs: ........... [$5] 
 
 - For Tier 2 Prescription Drugs: ........... [$10] plus [10%] of the amount of remaining 

Covered Charges.]] 
 

[- For Tier 3 Prescription Drugs: .................... [$15] plus [15%] of the amount of remaining 
Covered Charges.]] 

 
[- For Tier 4 Prescription Drugs: .................... [$20] plus [20%] of the amount of remaining 

Covered Charges.]] 
 
 

[- For Tier 5 Prescription Drugs: .................... [$25] plus [25%] of the amount of remaining 
Covered Charges.]] 

 
[- For Tier 6 Prescription Drugs: .................... [$30] plus [35%] of the amount of remaining 

Covered Charges.]] 
 

[Prescription Drugs Deductible and Copay Amount 
 
The individual Deductible and Copay amount for you and each of your Dependents is: 
 

- The first [$100] of Prescription Drugs Covered Charges incurred each calendar year; 
followed by 

 
  [- A Copay of [$20] for each prescription and each refill.] 
 
 [- For each prescription and each refill, a Copay of: 
 
   - [$10] for Tier 1 Prescription Drugs, and 
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   - [$20] for Tier2 Prescription Drugs]; and 
   [- [$25] for Tier3 Prescription Drugs]; and] 
   [- [$30] for Tier 4 Prescription Drugs]; and] 
   [- [$35] for Tier 5 Prescription Drugs; and] 
   [- [$40[ for Tier 6 Prescription Drugs.] 
 
 [For each prescription and each refill, a Copay of: 
 
 - For Tier 1 Prescription Drugs ............ [$7] 
 
 - For Tier 2 
   Prescription Drugs..................... [$10] plus [15%] of the remaining Covered 

Charges] 
 
 - For Tier 3 
   Prescription Drugs 
   and all other drugs..................... [$15] plus [30%] of the remaining Covered 

Charges]] 
 [- For Tier 4 
   Prescription Drugs 
   and all other drugs..................... [$20] plus [30%] of the remaining Covered 

Charges]] 
 [- For Tier 5 
   Prescription Drugs 
   and all other drugs..................... [$25] plus [30%] of the remaining Covered 

Charges]] 
 
 [- For Tier 6 
   Prescription Drugs 
   and all other drugs..................... [$30] plus [30%] of the remaining Covered 

Charges]] 
 
Charges incurred under the Comprehensive Medical benefits cannot be used to satisfy the 
Prescription Drugs Deductible amount and vice versa. 
 
In addition, charges incurred under this section for Prescription Drugs cannot be used to satisfy 
the Comprehensive Medical Out-of-Pocket Expense limits.] 
 
If a prescription or refill is not in a select class with a Reference Drug Price: 
 
[Each prescription and each refill will be filled with a Generic Prescription Drug, if there is a 
Generic equivalent available. When a Brand name drug is dispensed but a generic equivalent was 
available (including situations where the Physician has specified that the medication prescribed 
must be a Brand Name Drug and has indicated "Dispense as Written" on the prescription), the 
Member [or Dependent] must pay the difference between the Generic Drug price and the Brand 
Name Drug price in addition to the applicable tier Copay for the Brand Drug. If there is no 
generic equivalent available and a Brand Name Drug is dispensed, the applicable tier Copay of 
the Brand Name Drug will apply.] 
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[Each prescription and each refill will be filled with a Generic Prescription Drug, if there is a 
generic equivalent available. Whenever a Brand Name Drug is dispensed but a generic 
equivalent was available, the Member [or Dependent] must pay the difference between the 
Generic Drug price and the Brand Name Drug price in addition to the applicable tier Copay for 
the Brand Drug. However, if the physician specifies that the medication prescribed must be a 
Brand Name Drug and has indicated "Dispense as Written" on the prescription, benefits will be 
payable based on the Brand Name Drug pricing after payment of the applicable tier Copay for 
the Brand Name Drug. If there is no generic equivalent available and a Brand Name Drug is 
dispensed, the applicable tier Copay of the Brand Name Drug will apply.] 
 
[If a prescription or refill is in a select class with a Reference Drug Price: 
 
[When a drug is dispensed and the drug price is more than the Reference Drug Price (including 
situations where the Physician has specified that the medication must be "Dispensed as Written" 
on the prescription), the Member [or Dependent] must pay the difference between the Reference 
Drug Price and the price of the drug dispensed in addition to the applicable tier Copay. If the 
Reference Drug is dispensed, the Member [or Dependent] will pay the applicable tier Copay 
depending on the drug tier classification.] 
 
[When a drug is dispensed and the drug price is more than the Reference Drug Price and the 
Physician has specified that the medication must be "Dispensed as Written" on the prescription), 
the Member [or Dependent] must pay the applicable tier Copay for the drug dispensed. If the 
Member requests that a drug be dispensed that is more costly than the Reference Drug Price, the 
Member [or Dependent] must pay the difference between the Reference Drug Price and the price 
of the drug dispensed in addition to the applicable tier Copay of the drug dispensed. If the 
Reference Drug is dispensed, the Member [or Dependent] will pay the applicable tier Copay 
depending on the drug tier classification.] 
 
[You will receive a list from Us showing those drugs that are included on the Preferred 
Brand Name Drugs list.  When you receive a prescription from your Physician, you should 
encourage the Physician to prescribe one of the drugs from the list.  Explain that your drug 
cost is significantly lower when you use a Preferred Brand Name Drug.  Your employer 
also has a copy of this list.] 
 
See page GH 432 for a complete description of Prescription Drugs Expense Insurance.] 
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[MAIL SERVICE PRESCRIPTION DRUGS 
 
Benefits Payable 
 
 For each prescription and each refill........... [100%] of charges in excess of the Copay 

Amount 
 
[Copay Amount 
 
This variable used if plan has flat Copay amount: 
 
[For each prescription and each refill .................. [$10]] 

This variable used if plan has dual Copay (i.e. Generic vs. Brand Name): 
 
[For each prescription and each refill: 
 
 [- For Tier 1 Prescription Drugs ............ [$10] 
 
 [- For Tier 2 
  Prescription Drugs ............................. [$20] [plus [10%] of the remaining amount 

charged]] 
 
 [- For Tier 3 
  Prescription Drugs ............................. [$25] [plus [20%] of the remaining amount 

charged]] 
 
 [- For Tier 4 
  Prescription Drugs ............................. [$30] [plus [25%] of the remaining amount 

charged]] 
 
 [- For Tier 5 
  Prescription Drugs ............................. [$35] [plus [30%] of the remaining amount 

charged]] 
 
 [- For Tier 6 
  Prescription Drugs ............................. [$40] [plus [35%] of the remaining amount 

charged]] 
 
[Prescription Drugs Deductible and Copay Amount 
 
The individual Deductible and Copay amount for you and each of your Dependents is: 
 

- The first [$100] of Prescription Drugs Covered Charges incurred each calendar year; 
followed by 

 
  [-A Copay of [$20] for each prescription and each refill.] 
 
  [-For each prescription and each refill, a Copay of:   
 
   - [$10] for Tier 1 Prescription Drugs, and 
   - [$20] for Tier 2 Prescription Drugs]; and ] 
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   - [$25] for Tier 3 Prescription Drugs]; and]  
   - [$30] for Tier 4 Prescription Drugs]; and]  
   - [$35] for Tier 6 Prescription Drugs]  
 
 [For each prescription and each refill, a Copay of: 
 
 - For Tier 1 Prescription Drugs ............ [$7] 
 
 - For Tier 2 
   Prescription Drugs..................... [$10] plus [15%] of the remaining amount 

charged] 
 
 - For Tier 3 
   Prescription Drugs 
   and all other drugs..................... [$15] plus [30%] of the remaining amount 

charged] 
 
 [- For Tier 4 
   Prescription Drugs 
   and all other drugs..................... [$20] plus [35%] of the remaining amount 

charged]] 
 
 [- For Tier 5 
   Prescription Drugs 
   and all other drugs..................... [$25] plus [40%] of the remaining amount 

charged]] 
 
 [- For Tier 6 
   Prescription Drugs 
   and all other drugs..................... [$30] plus [45%] of the remaining amount 

charged]] 
 
Charges incurred under the Comprehensive Medical benefits cannot be used to satisfy the 
Prescription Drugs Deductible amount and vice versa. 
 
In addition, charges incurred under this section for Prescription Drugs cannot be used to satisfy 
the Comprehensive Medical Out-of-Pocket Expense limits.] 
 
If a prescription or refill is not in a select class with a Reference Drug Price: 
 
[Each prescription and each refill will be filled with a Generic Prescription Drug, if there is a 
Generic equivalent available. When a Brand name drug is dispensed but a generic equivalent was 
available (including situations where the Physician has specified that the medication prescribed 
must be a Brand Name Drug and has indicated "Dispense as Written" on the prescription), the 
Member [or Dependent] must pay the difference between the Generic Drug price and the Brand 
Name Drug price in addition to the applicable tier Copay for the Brand Drug. If there is no 
generic equivalent available and a Brand Name Drug is dispensed, the applicable tier Copay of 
the Brand Name Drug will apply.] 
 
[Each prescription and each refill will be filled with a Generic Prescription Drug, if there is a 



 

GH 104 B-6 - 20 - 

generic equivalent available. Whenever a Brand Name Drug is dispensed but a generic 
equivalent was available, the Member [or Dependent] must pay the difference between the 
Generic Drug price and the Brand Name Drug price in addition to the applicable tier Copay for 
the Brand Drug. However, if the physician specifies that the medication prescribed must be a 
Brand Name Drug and has indicated "Dispense as Written" on the prescription, benefits will be 
payable based on the Brand Name Drug pricing after payment of the applicable tier Copay for 
the Brand Name Drug. If there is no generic equivalent available and a Brand Name Drug is 
dispensed, the applicable tier Copay of the Brand Name Drug will apply.] 
 
[If a prescription or refill is in a select class with a Reference Drug Price: 
 
[When a drug is dispensed and the drug price is more than the Reference Drug Price (including 
situations where the Physician has specified that the medication must be "Dispensed as Written" 
on the prescription), the Member [or Dependent] must pay the difference between the Reference 
Drug Price and the price of the drug dispensed in addition to the applicable tier Copay. If the 
Reference Drug is dispensed, the Member [or Dependent] will pay the applicable tier Copay 
depending on the drug tier classification.] 
 
[When a drug is dispensed and the drug price is more than the Reference Drug Price and the 
Physician has specified that the medication must be "Dispensed as Written" on the prescription), 
the Member [or Dependent] must pay the applicable tier Copay for the drug dispensed. If the 
Member requests that a drug be dispensed that is more costly than the Reference Drug Price, the 
Member [or Dependent] must pay the difference between the Reference Drug Price and the price 
of the drug dispensed in addition to the applicable tier Copay of the drug dispensed. If the 
Reference Drug is dispensed, the Member [or Dependent] will pay the applicable tier Copay 
depending on the drug tier classification.] 
 
[You will receive a list from Us showing those drugs that are included on the Preferred 
Brand Name Drugs list.  When you receive a prescription from your Physician, you should 
encourage the Physician to prescribe one of the drugs from the list.  Explain that your drug 
cost is significantly lower when you use a Preferred Brand Name Drug.  Your employer 
also has a copy of this list.] 
 
See page GH 433 for a complete description of Mail Service Prescription Drugs Expense 
Insurance.]-
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SUMMARY OF BENEFITS 
(effective [January 1, 2010]) 
 
 
COMPREHENSIVE MEDICAL EXPENSE INSURANCE 
 
This section highlights the benefits provided under this insurance.  The purpose is to give you 
quick access to the information you will most often want to review.  Please read the other 
sections of this booklet for a more detailed explanation of benefits and any limitations or 
restrictions that might apply. 
 
If you [or one of your Dependents][are] sick or injured, Scheduled Benefits then in force will be 
payable for Medically Necessary Care.  Scheduled Benefits are based on your class: 
 
 Class Scheduled Benefit 
 
 All Members [and their Dependents]........................................... [Comprehensive Medical] 
 
[PREFERRED][NETWORK] PROVIDER ORGANIZATION [(PPO)] 
 
Your employer participates in a [[Preferred][Network] Provider Organization (PPO)] network 
established and administered by [John Doe [PPO] [Network]]. 
 
As you may know, [Preferred][Network] Provider Organization networks are arrangements 
whereby Hospitals, Physicians, and other providers are contracted to furnish, at negotiated costs, 
medical care for the employees and their Dependents of participating employers. 
 
It is expected that your employer's participation in the [PPO] [Network] will result in significant 
savings of funds needed to maintain your coverage.  These savings are to be passed on to you in 
the form of higher benefits payable for services received by you [or a Dependent] from 
[Preferred][Network] Providers. 
 
Please note that your employer's participation in the [PPO] network does not mean that your 
choice of provider will be restricted.  You may still seek needed medical care from any Hospital, 
Physician, or other provider you wish.  However, in order to avoid higher charges and reduced 
benefit payments, you are urged to obtain such care from [Preferred] [Network] Providers 
whenever possible. 
 
We have the right to terminate the [PPO] [Network] portion of this coverage if We or the [PPO] 
[Network] terminate the arrangement. 
 
We also have the right to identify different [Preferred] [Network] Provider Organizations from 
time to time, and to terminate the designation of any [Preferred][Network] Provider at any time. 
 
We may from time to time enter into Written agreements, directly or indirectly with health care 
providers or other third parties that would require the payment of benefits or processing of 
claims and appeals in a manner other than set forth in the Group Policy.  In such cases, the 
arrangement agreed upon between the health care providers or other third parties will be 
controlling. 
 
A current listing of the participating Hospitals, Physicians, and other providers is available 
through an on-line [Preferred][Network] Provider directory.  By accessing the Principal Life 
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Insurance Company website www.principal.com, you can review [Preferred] [Network] 
Provider directories for your [PPO] Network.  Click on “Provider Directory,” then “Search for a 
Medical Provider,” then you can continue to follow the prompts to find your [PPO] Network.  If 
you do not have internet access, you can request a paper copy of the provider directory for your 
[PPO] network from (800) 554-3392 for medical providers.  Whether using the internet or a 
paper directory, we recommend that you (1) verify your provider’s participation in the network 
before seeking treatment and (2) confirm [PPO] [Network] participation with your provider 
when making your appointment. 
 
MEDICAL CARE COVERED CHARGES 
 
Benefits payable will be based on four Categories of medical care services as described below. 
 
See page GH 411 A (HDHP) for a full description of Covered Charges. 
 
BENEFITS PAYABLE 
 
Benefits will be payable during a calendar year as shown below, and will vary depending upon 
whether or not needed care is received from a Hospital, Physician, or other provider who has 
contracted with the [Preferred][Network] Provider Organization. 
 
[If both the newborn child and mother are insured under the Group Policy, the Deductible does 
not apply for a newborn child (for the initial Hospital Inpatient Confinement) whose length of 
stay in the Hospital is the same as the mother’s length of stay.] 

 
Service  [PPO] [Network] Non-[PPO [Network] 
   Providers   Providers 
Hospital Services  
 
 - Inpatient Hospital Services 
 
  - Coinsurance..........................  [80%] [60%] 
  - Deductible .......................... [$1,000*] [$1,250] 
 
Hospital Services include Covered Charges for Birthing Center Services, 
Ambulatory Surgery Center Services, and freestanding dialysis 
center services will be subject to the applicable calendar year 
Deductible Amount.  
 
 - Outpatient facility  
  [(other than outpatient, clinic or office-based surgery)] 
 
  - Coinsurance..................................... [80%] [60%] 
  - Deductible ....................................... [$1,000*] [$1,250*] 
 
[Outpatient, clinic or office-based surgery at a Hospital 
 
  - Coinsurance..................................... [80%] [60%] 
  - Deductible ....................................... [$1,000*] [$1,250*]] 
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Service  [PPO] [Network] Non-[PPO [Network] 
   Providers   Providers 
 
 - [Emergency Room Visits 
 
  - Coinsurance..................................... [80%] [60%] 
  - Deductible ....................................... [$1,000*] [$1,250*]] 
 
Physician Hospital Services 
 

- Physician Hospital Services 
  (including surgery and 
  Physician Visits) 
 
  - Coinsurance..................................... [80%] [60%] 
  - Deductible ...................................... [$1,000*] [$1,250*]] 
 
Physician Office or Clinic Services 
 

- Services at a Physician's office or clinic  
 (other than for Advanced Imaging Services  
 as described in GH 411 GG (HDHP)) 
 [and][Adult Wellness] [Well Child Visits] 
 [Pediatric Vaccines] [and] [Screening Colonoscopies]] 

 
  - Coinsurance.....................................[80%] [60%] 
  - Deductible .......................................[$1,000] [$1,250*]] 

 
 - For Adult Routine Physical Exam [and Screening Colonoscopies] 
  [except for Screening Colonoscopies as provided below] 
 
  - Coinsurance.....................................[100% [None] 

[up to [$500] per-visit.] 
[Additional benefits 
beyond the [$500] 
per-visit limit will be 
subject to the [calendar 
year Deductible Amount 
and Coinsurance 
Percentage] 

 
  - Deductible .......................................[$25 per-visit] [None] 
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Service  [PPO] [Network] Non-[PPO [Network] 
   Providers   Providers 
 
 [- For Screening Colonoscopies 
  
  - Coinsurance ....................................[100% [None] 

[up to [$500] per-visit.] 
[Additional benefits 
beyond the [$500] 
per-visit limit will be 
subject to the [calendar 
year Deductible Amount 
and Coinsurance 
Percentage] 

 
  - Deductible .......................................[$150 per-visit] [None]] 
 
  For Well Child Visits 
 
  - Coinsurance.....................................[100%] [75%] 
   Deductible .......................................[$25 per-visit] [$1,250*]] 
 

- [Outpatient, clinic or office-based surgery at a Physician’s office 
 or an Ambulatory Surgery Center 
 
  - Coinsurance..................................... [80%] [60%] 
  - Deductible ....................................... [$1,000*] [$1,250*]]  
 
All Other Covered Services 
 
 - Ambulance Services 
 
  - Coinsurance..................................... [80%] [80%] 
  - Deductible ....................................... [$1,000*] [$1,250*]] 
 

Other Medical Services (including 
 
 Advanced Imaging Services as described on  
 GH 411 GG (HDHP)) 

 
 - Coinsurance..................................... [80%] [60%] 

  - Deductible ...................................... [$1,000*] [$1,250*]] 
 
[Services provided by a Non-[PPO][Network] anesthesiologist, radiologist,  
and pathologist  
 
For services provided by a Non-[PPO][Network] anesthesiologist, radiologist, and 
pathologist, benefits will be payable at the [PPO][Network] coinsurance level when such 
services are provided at a [PPO][Network] Hospital (inpatient, outpatient, and emergency 
room) or a licensed freestanding surgical center.] 
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[DEDUCTIBLE AMOUNTS 
 
[If both the newborn child and mother are insured under the Group Policy, the Deductible does 
not apply for a newborn child (for the initial Hospital Inpatient Confinement) whose length of 
stay in the Hospital is the same as the mother’s length of stay.] 
 

[*- If medical care is received from [Preferred][Network] Providers and you are 
enrolled for Member Only coverage, your Deductible Amount will be:  

 
- [for [Adult Wellness] [Well Child Visits], [Pediatric Vaccines] [Screening 

Colonoscopies][ $25] per person per-visit.  This per-visit Deductible will not 
apply towards the calendar year Deductible but will apply to the Out-of-
Pocket Expense Limit; and 

 
[- for Screening Colonoscopies, [$150 per-visit]. This per-visit Deductible will 

not apply towards the calendar year Deductible, but it will apply to the Out-
of-Pocket Expense Limit; and] 

 
- for all other covered charges, [$1,000] each calendar year.   

 
[  If medical care is received from [Preferred][Network] Providers and you are 

enrolled for Member and Dependent (family) coverage your Deductible Amount 
will be: 

 
- for [Adult Wellness],[ Well Child Visits], [Pediatric Vaccines] [ Screening 

Colonoscopies]:  [$25] per person per-visit.  This per-visit Deductible will 
not apply towards the calendar year Deductible, but it will apply to the Out-
of-Pocket Expense Limit; and 

 
[- for Screening Colonoscopies, [$150 per-visit]. This per-visit Deductible will 

not apply towards the calendar year Deductible, but it will apply to the Out-
of-Pocket Expense Limit; and] 

 
[- for all other covered charges, [$2,000] each calendar year for all members in 

the same family.  The family Deductible may be satisfied by any one family 
member or by two or more family members. [No benefits will be payable 
until the entire family Deductible of [$2,000] has been satisfied].  After 
satisfaction of the Deductible, We will pay benefits as described in this 
booklet.]   

 
[- If medical care is received from Non-[Preferred][Network] Providers and you are 

enrolled for Member Only coverage, your Deductible will be [$1,000] each 
calendar year.]  

 
[- If medical care is received from Non-[Preferred][Network] Providers and you are 

enrolled for Member and Dependent (family) coverage your Deductible will be 
[$2,000] each calendar year for each insured person.  The family Deductible may be 
satisfied by any one family member or by two or more family members. [No benefits 
will be payable until the entire family deductible of [$2,000] has been satisfied].  
After satisfaction of the Deductible, We will pay benefits as described in this 
booklet.] 



 
GH 104 B (HDHP)-3 -6- 

 
[Covered Charges used to satisfy the individual and family maximum calendar year Deductibles 
that apply when care is received from [PPO][Network] Providers will [not] be used to satisfy the 
individual and family maximums that apply when care is received from Non-[PPO][Network] 
Providers and vice versa.]] 
 
[Each year, the Deductible Amount] [and] [the Out-of-Pocket Expense Limits] may be 
automatically indexed for inflation.] 
 
[DEDUCTIBLE AMOUNTS 
 
[If both the newborn child and mother are insured under the Group Policy, the Deductible does 
not apply for a newborn child (for the initial Hospital Inpatient Confinement) whose length of 
stay in the Hospital is the same as the mother’s length of stay.] 
 

 [*- If medical care is received from [PPO] [Network] Providers: [for [Adult Wellness] 
[Well Child Visits] [Pediatric Vaccines] [Screening Colonoscopies], [$25] per person 
per-visit.  This per-visit Deductible will not apply towards the calendar year 
Deductible but will apply to the Out-of-Pocket Limit.] 

 
[*- If medical care is received from [PPO] [Network] Providers: [for Screening 

Colonoscopies], [$150] per person per-visit.  This per-visit Deductible will not apply 
towards the calendar year Deductible but will apply to the Out-of-Pocket Limit.] 

 
[*- If medical care is received from [PPO] [Network] Providers:  [You pay a single 

[$3,000] per individual Deductible each calendar year (or [$6,000] per family, but not 
counting more than [$3,000] for any one person).  After you satisfy the Deductible, 
We will pay Covered Charges at the rate of payment shown above.] 

 
*[- If medical care is received from Non-[PPO] [Network] Providers:  You pay a 

single [$4,500] per individual Deductible each calendar year (or [$9,000] per family, 
but not counting more than [$4,500] for any one person).  After you satisfy the 
Deductible, We will pay Covered Charges at the rate of payment shown above.] 

 
[*- You pay a [single] [$1,500] per individual Deductible each calendar year [(or[ 

$4,500] per family, but not counting more than [$1,500] for any one person)].  After 
you satisfy the Deductible, We will pay Covered Charges at the rate of payment 
shown above.] 

 
[Covered Charges used to satisfy the individual and family maximum calendar year Deductibles 
that apply when care is received from [PPO] [Network] Providers will [not] be used to satisfy 
the individual and family maximums that apply when care is received from Non-[PPO] 
[Network] Providers and vice versa.]] 
 
[Each year, the Deductible Amount] [and] [the Out-of-Pocket Expense Limits] may be 
automatically indexed for inflation.] 
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[OUT-OF-POCKET EXPENSE MAXIMUMS (for each calendar year): 
 

[PPO] [Network] Providers  Non-[PPO] 
[Network] Providers 

 
Per Person .................................................. [$3,000] [$4,500] 
 (applies if you are enrolled for Member only coverage) 
 
Per Family................................................... [$6,000] [$9,000] 
 (applies if you are enrolled for family coverage)  

 
[- Covered Charges used to satisfy the Out-of-Pocket Expense limits that apply when 

care is received from a [PPO] [Network] Provider will [not] be used to satisfy the 
Out-of-Pocket Expense limits that apply when care is received from a Non-[PPO] 
[Network] Provider and vice versa.] 

 
- If the amount you pay for Covered Charges in any one calendar year reaches the Out-

of-Pocket Expense Maximum shown above, We will pay 100% of additional Covered 
Charges [(except as described above under "Deductible Amounts")]. 

 
The Covered Charges for which no benefits are payable because of the Utilization 
Management penalty will not count toward satisfaction of the Out-of-Pocket Expense 
Maximum: 

 
[The per-visit Deductible for [Adult Wellness] [Well Child Visits] [Pediatric Vaccines] 
[Screening Colonoscopies] will continue to apply after the calendar year Deductible has been 
satisfied.]  
 
The following exceptions apply to the Benefits Payable provisions described above: 
 
 [- For medical care received from [[PPO] [Network] Providers] [and] [Non-[PPO] 

[Network] Providers]: [Hospital Inpatient Confinement Charges] [and] [Observation 
Services [in excess of [47] consecutive hours] [and] [all charges incurred for services 
listed in this booklet under Pretreatment Review] benefits will be subject to the 
Utilization Management Program.]  See page GH 407 CC for a complete 
description of the Utilization Management Program. 

 
 [- [For [Provider Administered] Specialty Prescription Drugs, see page GH 411 A 

(HDHP) for a complete description of the benefits payable for these services.] 
 
 [- [For payment conditions applicable to [Mental Health or Behavioral Treatment 

Services and Alcohol or Drug Abuse Treatment Services][Mental Health, Behavioral, 
Alcohol or Drug Abuse Treatment Services], see page GH 411 B (HDHP).] 

 
 [- For payment conditions applicable to Transplant Services, see page GH 411 C 

(HDHP).] 
 
 [- For payment conditions applicable to Emergency Room Treatment, see page GH 411 

H (HDHP).] 
 
 [- For payment conditions applicable to Rehabilitative Services, see page GH 411 F 

(HDHP).] 
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[- For payment conditions applicable to outpatient x-ray services, see page GH 411 G 

(HDHP).] 
 
 [- For payment conditions applicable to Wellness Services, see page GH 411 E 

(HDHP).] 
 
 [- For payment conditions applicable to outpatient Laboratory Services, see page GH 

411 G (HDHP).] 
 
 [- For payment conditions applicable to Medical Emergency, see GH 411 D (HDHP).] 
 

[- For payment conditions applicable to Advanced Imaging Services, see GH 411 GG 
(HDHP).] 

 
If you [or one of your Dependents] are referred to another provider, you [or your 
Dependent] should verify with the Physician that the referral is for a [PPO] [Network] 
Provider.  Examples of this would be an [anesthesiologist], x-ray facilities, surgeons, 
[radiologists], etc.  If that provider is not a [PPO][Network] Provider, the level of benefits 
for Non-[PPO] [Network]] Providers will apply. 
€ 
BENEFIT MAXIMUMS 
 
[Overall Lifetime] Maximum Payment Limit.......................................... [$2,000,000][Unlimited] 
 
As described below, there are other Lifetime Maximum Payment Limits applicable to certain 
medical Treatments or Service.  Benefits paid toward all such limits will be counted towards the 
Overall Lifetime Maximum Payment Limit shown above, and will reduce this maximum 
accordingly. 
 
[Alcohol or Drug Abuse Treatment or Service. See GH 411 B (HDHP).] 
  
Transplant Services Outside the  
 Transplant Network .................................  $30,000 during an insured person’s lifetime]]  
 
[Ambulance Services ........................................ [$5,000] per person/per calendar year] 
 
Home Health Care............................................. [60 visits] per person/per calendar year 
 
Prosthetics ......................................................... [$50,000] during an insured person's lifetime 
 
Skilled Nursing Facility Confinement .............. [$800 per day/60 days] for all confinements 

resulting from the same sickness or injury 
 
Durable Medical Equipment ............................. [$2,500] per person/per calendar year 
 



 
GH 104 B (HDHP)-3 -9- 

Your Responsibilities 
 
 In order to maximize your benefits, you have the responsibility to: 
 
 - know and understand your health care benefits; and 
 
 - verify that the providers you receive care from are included in the [PPO] [Network] 

of providers to receive the [PPO] [Network] level of benefits.  When you receive care 
from Non-[PPO] [Network] providers, you pay more.   

 
 - understand when it is necessary to receive pre-authorization for a particular 

Treatment or Service.  You must follow all of the requirements described on page GH 
407 CC – Utilization Management Program or your benefits may be reduced or 
eliminated.   
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HOW TO BE INSURED - MEMBERS 
 
MEDICAL EXPENSE INSURANCE 
 
 
Eligibility 
 
To be eligible for insurance you must be a Member. 
 
Member means any person who is [a Full-Time Employee][an Eligible Employee] of the 
[Policyholder][Employer]. 
 
[Member will also include any such person who is retired, provided he or she maintains 
continuous insurance with the [Policyholder][Employer] under the Group Policy.] 
 
If you are a Member on [August 1, 2005], you will be eligible on that date. 
 
If you are not a Member until later, you will be eligible on [the first of the Insurance Month 
coinciding with or next following] the date [you complete the Waiting Period] [you become a 
Member]. 
 
[The Waiting Period is a period of [three consecutive months] during which you are continuously 
employed as a Member.] 
 
[You will not be eligible for Comprehensive Medical Expense Insurance while you are covered 
under the designated HMO.  You may, however, be eligible for any other benefits.] 
 
Individual Incontestability and Eligibility 
 
All statements made by any person insured (you or one of your Dependents) will be 
representations and not warranties.  In the absence of fraud, these statements may not be used to 
contest the insured person's insurance unless: 
 

- the insurance has been in force for less than two years during the insured person's 
lifetime; and 

 
- the statement is in Written form Signed by the insured person; and 

 
- a copy of the form which contains the statement is given to the insured person or the 

insured person's beneficiary at the time insurance is contested.  
 
However, the above will not preclude the assertion at any time of defenses based upon the 
person's not being eligible for insurance under the Group Policy or upon other provisions of the 
Group Policy. 
 
In addition, if a person's age is misstated, We may, at any time, adjust premiums and benefits to 
reflect the correct age. 
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We may at any time terminate a Member's or Dependent's eligibility under the Group Policy: 
 

- In Writing and with 31 day notice, if the individual submits any claim that contains 
false or fraudulent elements under state or federal law; 

 
- In Writing and with 31 day notice, upon finding in a civil or criminal case that a 

Member or Dependent has submitted claims that contain false or fraudulent elements 
under state or federal law; 

 
- In Writing and with 31 day notice, when a Member or Dependent has submitted a 

claim which, in good faith judgment and investigation, a Member or Dependent knew 
or should have known, contains false or fraudulent elements under state or federal 
law. 

 
Effective Date for [Non-Contributory] Insurance 
 
[Unless you waive coverage in writing and are covered under another group medical policy,] 
Insurance for which you contribute no part of the premium will become effective on the date you 
are eligible.  You must request initial insurance in a form provided by Us. 
 
If request for [non-contributory] insurance is made more than 31 days after the date an individual 
is eligible and other than during an Annual Open Enrollment Period or Special Enrollment 
Period described below, insurance for such individual will become effective as described below 
for Late Enrollees. 
 
If request for [non-contributory] insurance is made more than 31 days after the date an individual 
is eligible but during an Annual Open Enrollment Period described below, insurance for such 
individual will become effective as described below under "Annual Open Enrollment Period". 
 
If request for [non-contributory] insurance is made more than 31 days after the date an individual 
is eligible but during a Special Enrollment Period described below, insurance for such individual 
will become effective as described below under "Special Enrollment Periods" (other than a 
“Medicaid or Child Health Insurance Program (CHIP) Special Enrollment Period”). 
 
If request for [non-contributory] insurance is made more than 60 days after the date an 
individual is eligible but during a Special Enrollment Period described below, insurance for 
such individual will become effective as described below under “Medicaid or Child Health 
Insurance Program (CHIP) Special Enrollment Period”. 
 
Effective Date for [Contributory] Insurance 
 
[If you are required to contribute towards the cost of your insurance,] you must request initial 
insurance in a form provided by Us.  The requested insurance will become effective on: 
 

- the date you are eligible, if the request is made on or before that date; or 
 

- [the first of the Insurance Month coinciding with or next following] the date of your 
request, if you make your request within 31 days after the date you are eligible. 
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If request for [contributory] insurance is made more than 31 days after the date an individual is 
eligible and other than during an Annual Open Enrollment Period or Special Enrollment Period 
described below, insurance for such individual will become effective as described below for Late 
Enrollees. 
 
[[If you are to contribute part of the premium,] insurance must be requested in a form provided 
by Us.  The requested insurance will become effective on the date you are eligible, if the request 
is made on or before that date or within 31 days after you are eligible.] 
 
If request for [contributory] insurance is made more than 31 days after the date an individual is 
eligible but during an Annual Open Enrollment Period described below, insurance for such 
individual will become effective as described below under "Annual Open Enrollment Period". 
 
If request for [contributory] insurance is made more than 31 days after the date an individual is 
eligible but during a Special Enrollment Period described below, insurance for such individual 
will become effective as described below under "Special Enrollment Periods" (other than a 
“Medicaid or Child Health Insurance Program (CHIP) Special Enrollment Period”). 
 
If request for [contributory] insurance is made more than 60 days after the date an individual is 
eligible but during a Special Enrollment Period described below, insurance for such individual 
will become effective as described below under “Medicaid or Child Health Insurance Program 
(CHIP) Special Enrollment Period”. 
 
Statement of Health Requirements 
 
A statement of health, in a form provided by The Principal, may be required from you when you 
first request insurance under this plan.  The statement of health will be used for [rating the 
group,] case management or reinsurance purposes.  In no event will a person be declined for 
insurance, or charged an additional premium, due to his or her health status. 
 
Late Enrollment Provisions 
 
 - Definition 
 

Late Enrollee.  Late Enrollee means, with respect to insurance under an employer's 
Group Health Plan, a Member [or Dependent] who enrolls under such plan other than 
during: 

 
(1) the first period in which the individual is eligible to enroll under the Group 

Health Plan; or 
 

(2) a Special Enrollment Period described below. 
 

For the purpose of (1) above, only the most recent period of eligibility will be 
considered in determining whether an individual is a Late Enrollee if: 

 
(1) the individual loses eligibility under the Group Health Plan or due to a general 

suspension of the Group Health Plan; and 
 

(2) the individual later becomes eligible again under the Group Health Plan or due 
to resumption of the Group Health Plan's insurance. 
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The term "Late Enrollee" also means a Member [or Dependent] who: 
 

(1) was previously insured under the Group Policy but elected to terminate the 
coverage; and 

 
(2) reapplies for insurance more than 31 days after the termination date; and 

 
(3) does not qualify for one of the Special Enrollment Periods described below. 

 
 - Effective Date for Late Enrollees 
 

If a Late Enrollee requests insurance other than during an Annual Open Enrollment 
Period or Special Enrollment Period, the effective date of insurance for the Late 
Enrollee will be the next Policy Anniversary date, provided on such date: 

 
(1) the Member continues to meet the Group Policy's definition of a Member [; and 

 
(2) for Dependent insurance, the Dependents continue to meet the Group Policy's 

definition of Dependent.] 
 

The individual will be subject to the Group Policy's Preexisting Condition Exclusion 
provisions, as described on GH 451, when his or her insurance becomes effective. 

 
 - Annual Open Enrollment Period 
 

An Annual Open Enrollment Period will be available for any Member [or Dependent] 
who failed to enroll: 

 
(1) during the first period in which he or she was eligible to enroll, or during any 

subsequent Special Enrollment Period; or 
 

(2) during any previous Annual Open Enrollment Period; or 
 

(3) within 31 days after the termination date, if the individual was previously 
insured under the Group Policy but elected to terminate the insurance. 

 
To qualify for enrollment during the Annual Open Enrollment Period, the Member 
[or Dependent]: 

 
(1) must meet the eligibility requirements described in the Group Policy, including 

satisfaction of any applicable Waiting Period; and 
 

(2) may not be covered under an alternate medical expense coverage offered by the 
employer, unless the Annual Open Enrollment Period happens to coincide with 
a separate open enrollment period established for coverage election. 

 
The Annual Open Enrollment Period is [the one-month period immediately prior to 
the Policy Anniversary date.  The Policy Anniversary date is [______].][or another 
period of time requested by the employer and approved by Us.] 
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The effective date for any qualified individual requesting insurance during the Annual 
Open Enrollment Period will be the day immediately following completion of the 
Annual Open Enrollment Period. 

 
The individual will be subject to the Group Policy's Preexisting Condition Exclusion 
provisions, as described on GH 451, when his or her insurance becomes effective. 

 
 - Special Enrollment Periods 
 

If you [or your Dependent] request enrollment after the first period in which you [or 
your Dependent] were eligible to enroll but during a Special Enrollment Period as 
described below, you [or your Dependent] will be a Special Enrollee and will not be 
considered a Late Enrollee. 
 
The Special Enrollment Periods are: 

 
(1) Loss of Other Coverage.  A Special Enrollment Period will apply to an 

individual [you or your Dependent] if all of the following conditions are met: 
 

(i) the individual was covered under another Group Health Plan or had other 
Health Insurance Coverage at the time of his or her initial eligibility, and 
declined enrollment solely due to the other coverage; and 

 
(ii) the other coverage terminated due to loss of eligibility (including loss due 

to divorce or legal separation [or termination of a domestic Partner 
relationship], death, cessation of dependent status, termination of 
employment or reduction in work hours, incurring a claim that meets or 
exceeds the other coverage lifetime limit on all benefits, when the 
individual no longer resides, lives, or works in a service area and there is 
no other benefit package available under the other Group Health Plan, or 
when the other Group Health Plan  no longer offers any benefits to a class 
of similarly situated individuals), or due to termination of employer 
contributions (or, if the other coverage was under a COBRA or state 
continuation provision, due to exhaustion of the continuation); and 

 
(iii) request for enrollment is made within 31 days after the other coverage 

terminates or after a claim is denied due to reaching the lifetime limit of 
all benefits under the other health coverage. 

 
The effective date of insurance will be [the first day of the Insurance Month 
coinciding with or next following] [the date of the request for enrollment.] [the 
date after the other coverage terminates.] 

 
NOTE:  For the purpose of (1) (ii) above: 

 
(i) "loss of eligibility" does not include a loss due to failure of the individual 

to pay premiums on a timely basis or termination of insurance for cause 
(such as making a fraudulent claim or an intentional misrepresentation of a 
material fact in connection with the health insurance); and 
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(ii) "employer contributions" include contributions by any current or former 

employer (of the individual or another person) that was contributing to the 
insurance of the individual. 

 
[(2) Newly Acquired Dependents.  A Special Enrollment Period will apply to you 

[or your Dependent] if: 
 

(i) you are enrolled (or are eligible to be enrolled but have failed to enroll 
during a previous enrollment period); and 

 
(ii) a person becomes your Dependent through marriage [or declaration of a 

Domestic Partner relationship], birth, adoption or Placement for 
Adoption; and 

 
(iii) request for enrollment is made within 31 days after [the later of] the date 

of the marriage [or declaration of a Domestic Partner relationship], birth, 
adoption or Placement for Adoption [, or the date Dependent Medical 
Expense Insurance is available to the Member under the Group Policy]. 

 
The effective date of your [or your Dependent's] insurance will be: 

 
(i) in the event of marriage [or declaration of a Domestic Partner 

relationship], [the first of the Insurance Month coinciding with or next 
following] [the date of the request for enrollment] [the date of marriage] 
[or declaration of a Domestic Partner relationship]; or 

 
(ii) in the event of a Dependent Child's birth, the date of such birth; or 

 
(iii) in the event of a Dependent Child's adoption or Placement for Adoption, 

the date of such adoption or Placement for Adoption, whichever is earlier.] 
 

[(3) Court-Ordered Coverage Under a Qualified Medical Child Support Order 
(OMCSO) or National Medical Support Notice (NMSN):  A Special Enrollment 
Period will apply to you or your Dependent Child if: 

 
(i) you are enrolled (or eligible to be enrolled but has failed to enroll during a 

previous enrollment period); and 
 

(ii) you have failed to enroll your Dependent Child during a previous 
enrollment period; and 

 
(iii) you are required by a QMCSO or NMSN as defined by federal law and 

state insurance laws to provide health coverage for your Dependent Child. 
 
   The request for enrollment: 
 
   (i) may be made at any time after the issue date of the QMCSO or NMSN; 

and 
 
   (ii) will apply only to you and/or your Dependent Child(ren) listed in the 

QMCSO or NMSN. 
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The effective date of your or your Dependent Child's insurance will be [the first 
of the Insurance Month coinciding with or next following] [the date of the 
request for enrollment.] [the date of issue of the QMCSO or NMSN.] 

 
   A request for enrollment for any Dependent not listed in the QMCSO or NMSN 

will be subject to the regular effective date provisions of this Group Policy. 
 
   A copy of the procedures governing qualified medical child support orders 

(QMCSO) can be obtained from the plan administrator without charge.] 
 
[(4) All Other Court-Ordered Coverage.  A Special Enrollment Period will apply to 

your [spouse or] Dependent Child if: 
 

- you are enrolled but have failed to enroll the [spouse or] Dependent Child 
during a previous enrollment period; and 

 
- you are required by a court or administrative order to provide health 

insurance for the [spouse or] Dependent Child; and 
 

- request for enrollment [for a spouse] is made within 31 days after the issue 
date of the court or administrative order.  [A request for enrollment for a 
minor Dependent Child may be made at any time after the issue date of the 
court or administrative order.] 

 
The effective date of the [spouse’s or] Dependent Child's insurance will be [the 
first of the Insurance Month coinciding with or next following] [the date of the 
request for enrollment.][the issue date of the court or administrative order.] 

 
  [(5) Election to Transfer Coverage.  A Special Enrollment Period will apply to you 

[and your Dependents] if: 
 
   (i) the [Policyholder][Employer] offers employees a choice among health 

benefit coverages; and 
 
   (ii) you elect to transfer from another of the offered coverages to coverage under 

the Group Policy; and 
 
   (iii) request for enrollment is made during an open enrollment period designated 

by the [Policyholder][Employer] for such transfer. 
 
   The effective date of your [and your Dependent's] insurance under the Group 

Policy will be the day immediately following the last day of the designated open 
enrollment period described above.] 

 
  (6) Medicaid or Child Health Insurance Program (CHIP) Plan.  A Special 

Enrollment Period will apply to you [and your Dependent] if either of the 
following conditions is met: 



 

GH 115 A (MED) (R) -8- 

 
   (i) you [or your Dependent] becomes eligible for premium assistance under 

Medicaid or CHIP to purchase coverage under the Group Policy and 
request for enrollment is made within 60 days after the date coverage is 
terminated. 

 
   (ii) you [or your Dependent] becomes eligible for premium assistance under 

Medicaid or CHIP to purchase coverage under the Group Policy and 
request for enrollment is made within 60 days after the date eligibility for 
premium assistance is determined. 

 
The effective date of insurance will be [the first of the Insurance Month 
coinciding with or next following] [the date of the request for enrollment] [the 
day after the other coverage terminates or the date of eligibility for premium 
insurance]. 

 
Effective Date for Benefit Changes 
 
A change in your Scheduled Benefit amount because of a change in your status (insurance class) 
will be effective on [[ the first of the Insurance Month coinciding with or next following] the 
date of change in status][the later of the date of change in status or the date of notification to The 
Principal]. 
 
A change in the Scheduled Benefits because of a change in the schedule of insurance elected by 
the [Policyholder][Employer] will be effective on the date of change. 
 
[Effective Date On Transfer From An HMO 
 
If the [Policyholder][Employer] offers coverage under an HMO as alternative coverage and if 
you would otherwise be eligible for coverage under the Group Policy, as provided above, you 
may transfer from an HMO to this coverage: 
 

- During the annual open enrollment period designated by the 
[Policyholder][Employer] or such transfer. 

 
- On any date you are transferred or otherwise change residence out of the HMO 

service area; or on any date the HMO ceases to operate. 
 
If you transfer to this plan from the HMO, you must provide proof of enrollment in the HMO. 
Enrollment must have terminated on the day before the date of transfer to this plan.  If no proof 
of enrollment is provided, you will be subject to the Late Enrollment provisions described 
above.] 
 
Termination 
 
Unless continued as provided below or on [GH 117 A (MED)][GH 117 B (MED)][GH 117 C 
(MED)] [GH 117 D (MED)] and [GH 117 E (MED)], your insurance under the Group Policy 
will cease on the earliest of: 
 

- the date the Group Policy terminates; or 
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- [the end of the Insurance Month in which] you cease to belong to a class for which 

insurance is provided; or 
 

- [the end of the Insurance Month in which] you cease to be a Member; or 
 

- [the end of the Insurance Month in which] you cease to be actively employed; or 
 

[- [for [Comprehensive Medical Expense Insurance][,][and][Prescription Drugs 
Expense Insurance][Mail Service Prescription Drugs Expense Insurance]] the date 
you reach the Comprehensive Medical Overall Lifetime Maximum Payment Limit; 
or] 

- the date you transfer to an HMO offered by the [Policyholder] [Employer] as an 
alternative to coverage under the Group Policy. 

 
The Health Insurance Portability and Accountability Act of 1996 (HIPAA) requires a certificate 
of creditable coverage be issued to individuals losing health insurance.  A certificate of 
creditable coverage will be issued automatically when your insurance under the Group Policy 
terminates or when continued insurance terminates.  You may also request a certificate of 
creditable coverage at any time while insured and up to 24 months after the date insurance 
terminates.  For further information contact: 
 
Principal Life Insurance Company 
711 High Street 
Des Moines, IA  50392-0001 
Phone: 1-800-843-1371 
 
Continuation 
 
[If you cease to be actively employed because of retirement, your Medical Expense Insurance 
may be continued until the date it would otherwise terminate as described above.] 
 
If you cease to be actively employed because of sickness or injury, your Medical Expense 
Insurance may be continued until the earlier of the date you recover or the date insurance would 
otherwise terminate as described above, but in no event longer than 12 consecutive months. 
 
If you cease to be actively employed because of layoff or leave of absence, insurance may be 
continued on a limited basis. 
 
[If you reach the Comprehensive Medical Overall Lifetime Maximum Payment Limit, your [and] 
[Prescription Drugs] insurance may be continued until the date your insurance would otherwise 
cease as provided above.] 
 
In addition, by paying the required contribution, if any, your insurance may be continued under 
the continuation provisions described on [GH 117 A (MED)] [GH 117 B (MED)] [GH 117 C 
(MED)] [GH 117 D (MED)] and [GH 117 E (MED)]. 
 
If you are interested in continuing your insurance beyond the date it would normally terminate, 
you should consult with the [Policyholder][Employer] before your insurance terminates. 
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UNIFORMED SERVICES EMPLOYMENT AND REEMPLOYMENT RIGHTS ACT OF 
1994 (USERRA) 
 
 
Federal law requires that if your insurance would otherwise end because you enter into active 
military duty or inactive military duty for training, you may elect to continue insurance 
(including Dependents insurance) in accordance with the provisions of Uniformed Services 
Employment and Reemployment Rights Act of 1994 (USERRA). 
 
Continuation 
 
If active employment ends because you enter active military duty, insurance may be continued 
until the earliest of: 
 
 - for you and your Dependents: 
 

- the date the Group Policy is terminated; or 
 

- the end of the premium period for which premium is paid if you fail to make 
timely payment of a required premium; or 

 
- the date 24 months after the date you enter active military duty; or 

 
- the date after the day in which you fail to return to active employment or apply 

for reemployment with the [Policyholder][Employer]. 
 
 - for your Dependents: 
 

- the date Dependent Medical Expense Insurance would otherwise cease as 
provided on GH 125 A; or 

 
- [the end of any Insurance Month] [any date] desired, if requested by you before 

that date. 
 
The continuation provision will be in addition to any other continuation provisions described in 
the Group Policy for sickness, injury, layoff, or approved leave of absence, if any.  If you qualify 
for both state and USERRA continuation, the election of one means the rejection of the other. 
 
Reinstatement 
 
For Medical Expense Insurance, the reinstatement time period may be extended for an approved 
leave of absence taken in accordance with the provisions of the federal law regarding USERRA. 
 
This is a general summary of the USERRA and how it affects your Group Policy.  See your 
employer for details on this continuation provision. 
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DEPENDENT CONTINUATION – STUDENTS ON A MEDICAL LEAVE OF ABSENCE 
 
 
 
Dependent Continuation: Students on a Medical Leave of Absence   
 
 (1) Qualification for Continuation 
   

  If a child’s insurance would otherwise end because he or she ceases to qualify as a 
Full-Time Student as defined in GH 136 A (MED) due to a medical condition, the 
child’s insurance must continue provided: 

 
  - We have received Written certification Signed by his or her treating Physician 

that the child’s absence from school is medically necessary; and  
  - the Group Policy is in force; and 
  - the child is not eligible for Medicare or other group medical expense coverage. 
 
(2) Period of Continuation 
 
  Such continued insurance will terminate on the earliest of: 
 
  - the date child reaches the maximum age for a Full-Time Student; or 

  - the certification period for the medically necessary leave of absence has expired 
and no further certification was provided [15 days] prior to the expiration of 
the certification period; or 

  - twelve months has elapsed since the child’s coverage continuation began and 
the child has not returned to school full-time; or 

  - the child advises Us that he or she does not intend to return to school full-time; 
or 

-  the child obtains coverage under Medicare or other group medical expense 
coverage; or 

  - the date the child fails to qualify as set forth in (1) above; or 
  - the date the insurance would otherwise cease as provided in GH 125 A.  
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
(PAYMENT PROVISIONS) 
 
Payment Conditions 
 
If you [or one of your Dependents] receive Treatment or Service for a sickness or injury, We will 
pay Comprehensive Medical benefits for Covered Charges: 
 
 - in excess of the [Deductible ][or][ Copay] amount; and 
 
 - at the payment percentages indicated; and 
 
 - to the applicable Maximum Payment Limit; 
 
as described in Summary of Benefits section. 
 
[Total benefits payable for each person during his or her lifetime will not be more than the 
Comprehensive Medical Overall Lifetime Maximum Payment Limit.] 
 
Benefit Qualification 
 
To qualify for payment of the benefits provided, for an insured class, you [and your Dependents] 
must: 
 

- be insured in that class on the date medical Treatment or Service is received; and 
 

- satisfy the requirements listed in the CLAIM PROCEDURES Section. 
 
Benefits Payable 
 
Benefits payable will be as described in the following section, subject to: 
 

- all listed limitations; and 
 

- the terms and conditions of Utilization Management Program, Coordination With 
Other Benefits, [Medicare Carveout] and [Subrogation and Reimbursement]. 

 
[Benefits Payable – Required by Federal Law 
 
Subject to the benefits payable provisions as described above, benefits will be payable for: 
 

[- Newborns’ and Mothers’ Health Protection Act of 1996 
 

Under Federal Law, Group Health Plans generally may not restrict benefits for any 
Hospital length of stay in connection with childbirth for the mother or newborn child to 
less than 48 hours following a vaginal delivery, or less than 96 hours following a 
cesarean section.  However, Federal law generally does not prohibit the mother’s or 
newborn’s Physician, after consulting with the mother, from discharging the mother or 
her newborn earlier than 48 hours (or 96 hours as applicable).  In any case, a Group 
Health Plan may not, under Federal law, require that a provider obtain authorization 
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from the Group Health Plan for prescribing a length of stay not in excess of 48 hours (or 
96 hours).] 

 
See “Maternity Coverage” under Benefits Payable - State-Required - Arkansas below 
for description of how benefits will be payable under the Group Policy. 

 
 - Women’s Health and Cancer Rights Act of 1998 
 

Under Federal law, group health plans and health insurance issuers providing benefits 
for mastectomy must also provide, in connection with the mastectomy for which the 
participant or beneficiary is receiving benefits, coverage for: 
-  
- all stages of reconstruction of the breast on which the mastectomy has been 

performed; 
 

- surgery and reconstruction of the other breast to produce a symmetrical 
appearance; and 

 
- prostheses and physical complications of mastectomy, including lymphedemas; 

 
in a manner determined in consultation between the attending Physician and the patient. 

 
Also see “Mastectomy and Services Incidental to a Mastectomy” under Benefits Payable 
– State Required – Arkansas below. 

 
 
Benefits Payable - State Required - Arkansas  
 
Subject to the  provisions as described above, benefits under the Group Policy will be payable 
for: 
 
 - Children's Preventive Pediatric Care Services 
 

Covered Charges will include charges from the moment of birth through age 18 as 
described below: 

 
- Definitions 

 
Children's Preventive Pediatric Care Services mean Physician-delivered or 
Physician-supervised services for eligible Dependents from birth through age 18 
with Periodic Preventive Care Visits. 

 
Periodic Preventive Care Visits mean the routine tests and procedures for the 
purpose of detection of abnormalities or malfunctions of bodily systems and 
parts according to accepted medical practice. 

 
- Covered Services 

 
For the purpose of these state-required benefits, Children's Preventive Pediatric 
Care Services will be the services delivered at the interval and scope described 
below.  Benefits will be payable for a minimum 20 lifetime Periodic Preventive 
Care Visits for each Dependent Child at the following age intervals:  birth, two 
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weeks, two months, four months, six months, nine months, 12 months, 15 
months, 18 months, two years, three years, four years, five years, six years, 
eight years, ten years, 12 years, 14 years, 16 years, and 18 years of age. 

 
Covered Services at each Periodic Preventive Care Visit include a history, 
physical examination, developmental assessment, anticipatory guidance, 
appropriate immunizations, and laboratory tests in keeping with prevailing 
medical standards. 

 
- Rate of Payment 

 
For other than recommended immunization services, benefits will be payable 
the same as described in [GH 411 E] [GH 412 E] – Pediatric Vaccines.  
However, if this results in a benefit payable amount that is less than the current 
Arkansas Medicaid reimbursement rate shown in the current edition of the 
Arkansas Medicaid Early Periodic Screening Diagnosis and Treatment 
(EPSDT) manual, the reimbursement rate shown in such manual will be the 
benefit payable.  Benefits payable for each age interval will be limited to one 
Periodic Preventive Care Visit to one provider for any or all of the Covered 
Services provided at each Periodic Preventive Care Visit. 
 
Benefits for recommended immunization services will be payable at 100% of 
Prevailing Charges and no Deductible,[ copayment,] coinsurance or other 
dollar limit will be applied. 

 
NOTE:  This benefit will be coordinated with the Pediatric Vaccine Benefit described 
on [GH 411 E],[GH 411 E (HDHP), [GH 412 E]. 

 
 - Diabetic Equipment, Supplies, and Diabetic Self-Management Training 
 

Covered Charges will include equipment, supplies, and related services for the 
treatment of Type I, Type II, and gestational diabetes, when medically necessary and 
recommended or prescribed by a Physician or other healthcare provider legally 
authorized to prescribe.  The benefits will be payable on the same basis as for any 
other covered Treatment or Service. 

 
Covered Charges will also include diabetes self-management training.  "Diabetes 
Self-Management Training" means instruction in an inpatient or outpatient setting, 
including medical nutrition therapy relating to diet, caloric intake and diabetes 
management, designed to enable diabetic patients to understand the diabetic 
management process and daily management of diabetic therapy.  Programs whose 
only purpose is weight reduction are excluded. 

 
Coverage for diabetes self-management training program is limited to a lifetime 
benefit of one medically necessary training program upon the diagnosis of diabetes; 
however, additional self-management training will be covered if a Physician 
determines such training is medically necessary due to a significant change in the 
patient's symptoms or condition.  Benefits are payable only upon certification by the 
training provider that the patient has successfully completed the diabetes self-
management training. 
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Diabetes self-management training must be supervised by a Physician or other 
licensed healthcare provider legally authorized to prescribe.  The training must be 
provided by a health care professional certified in diabetes care and treatment. 

 
NOTE:  For the purpose of these state-required benefits, the following diabetic 
supplies will be payable under [1 - Prescription Drug Expense Covered Charges [or 
Mail Service Prescription Drug Expense Covered Charges]][2 – Medical Expense 
Insurance Covered Charges]: insulin; and other antihyperglycemic medications, 
disposable insulin needles/syringes; disposable blood/urine glucose acetone testing 
agents (e.g. Chemstrips, Acetest tablets, and Clinitest tables); lancets; glucometers 
(limited to no more than one each calendar year); and alcohol swabs. 

 
  All other diabetic supplies will be payable the same as for any other covered 

Treatment or Service under Benefits Payable – State Required – Arkansas. 
 
 - Mammography Services 
 

Covered Charges will include charges for mammography services.   
 
[(1) Benefits will be payable as described in [GH 411 E] [GH 412 E] - 
Mammograms.]  [(2) If services are provided by a [PPO] [Network] Provider, 
benefits for screening mammograms will be payable the same as the Adult Wellness 
Benefits as described in [GH 411 E (HDHP)].  All other mammograms will be 
payable the same as any other covered Treatment or Service.] 

 
 - Mastectomy and Services Incidental to a Mastectomy 
 

  Covered Charges will include Hospital Inpatient Confinement Charges incurred for a 
mastectomy.  Covered Charges will include charges incurred for reconstructive 
surgery following a mastectomy in a manner determined by the attending Physician in 
consultation with the patient.  This includes: 

 
  - surgery and reconstruction of the breast on which the mastectomy has been 

performed; 
  - surgery and reconstruction of the other breast to produce a symmetrical 

appearance; and 
  - prostheses and physical complications at all stages of a mastectomy, including 

lymphedemas. 
 

  Benefits will be payable for a minimum of 48 hours following a mastectomy.  Benefits 
will be payable the same as for any other covered Treatment or Service; however, the 
48-hour minimum will not be subject to the Hospital Admission Review or Medically 
Necessary Care requirements of this Group Policy.  Any benefits in excess of the 48-
hour minimum will be subject to all terms and conditions of this Group Policy that apply 
to any other covered Treatment or Service. 
 

 - Maternity Coverage 
 

Covered Charges will include Hospital Inpatient Confinement charges incurred by a 
mother and newborn Dependent Child.  Benefits will be payable for a minimum of 48 
hours following a vaginal delivery and a minimum of 96 hours following a cesarean 
section.  Benefits will be payable the same as for any other covered Treatment or 
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Service; however, the 48-hour and 96-hour minimum will not be subject to the 
Hospital Admission Review or Medically Necessary Care requirements of the Group 
Policy.  Any benefits payable in excess of the 48-hour or 96-hour minimum will be 
subject to all terms and conditions of the Group Policy that apply to any other 
covered Treatment or Service. 

 
[Note:  In no event will benefits be payable under the Group Policy for normal 
pregnancy.  Benefits are payable only for Complications of Pregnancy as defined in 
the Group Policy.] 

 
 - Temporomandibular Joint Disorder (TMJ) 
 

  Covered Charges will include charges for medical treatment of musculoskeletal 
disorders affecting any bone or joint in the face, neck, or head, including 
temporomandibular joint disorder and craniomandibular disorder.  Covered Charges 
will provide both surgical and non-surgical.  Covered Charges will include medical 
necessary diagnosis and treatment of these conditions whether they are the result of 
accident, trauma, congenital defect, developmental defect, or opathology.  Covered 
charges will be the same as provided for any other musculoskeletal disorder in the 
body and will be provided whether prescribed or administered by a physician or 
dentist.  Benefits will be payable the same as for any other covered Treatment or 
Service. 
 

- Inherited Metabolic Disease 
 

  Benefits Payable 
 
  Covered Charges will include charges incurred by a Dependent Child for Medical 

Foods, Low Protein Modified Food Products, amino acid modified preparations, and 
any other special dietary products and formulas used in the therapeutic treatment of 
phenylketonuria, galactosemia, organic acidemias, and other disorders of amino acid 
metabolism which are (a) prescribed by a Physician as Medically Necessary Care for 
the therapeutic treatment of phenylketonuria, galactosemia, organic acidemias, and other 
disorders of amino acid metabolism, (b) administered under the direction of a licensed 
Physician, and (c) exceed the allowed $2,400 per year per Dependent Child state income 
tax credit. 

 
  Benefits will be payable the same as for any other covered Treatment or Service. 
 
  Definitions 
 
  “Inherited Metabolic Disease” means a disease caused by an inherited abnormality of 

body chemistry. 
 
  “Medical Food” means a food that is intended for the dietary treatment of a disease or 

condition for which nutritional requirements are established by recognized scientific 
principles and formulated to be consumed or administered enterally under the direction 
of a Physician. 
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  “Low Protein Modified Food Product” means a food product that is specifically 
formulated to have less than one gram of protein per serving and intended to be used 
under the direction of a Physician for the dietary treatment of an inherited metabolic 
disease. 

 
 - Invitro Fertilization Procedures  
 

 Benefits will be payable for inpatient and outpatient charges incurred for Invitro 
Fertilization Procedures (including cryopreservation) that are not the result of a 
voluntary sterilization up to a lifetime maximum of $15,000 per lifetime for You [or 
your Dependent Spouse]. 

 
- Speech or Hearing Loss or Impairment  

 
Covered Charges will include charges incurred by you [or your Dependent] for the 
necessary care and treatment of loss or impairment of speech or hearing. 

 
Benefits will be payable the same as any other covered Treatment or Service. 

 
 [Contraceptive Drugs and Devices 
 

Covered Charges will include charges for prescription drugs or prescription devices 
approved for contraceptive use by the United States Food and Drug Administration. 
 
Covered Charges will also include charges for outpatient contraceptive services 
including consultations, examinations, procedures and medical services related to the 
use of contraceptive methods to prevent pregnancy. 
 
Benefits will be payable the same as for any other covered Treatment or Service.] 

 
Colorectal Cancer Screening 

 
Covered Charges will include charges incurred for screening flexible sigmoidoscopy 
or screening colonoscopy as recommended by the American Cancer Society. 
 
[(1) Benefits will be payable as described in [GH 411 E] [GH 412 E] - 
Colonoscopies]  [(2) If Services are provided by a [PPO][Network] Provider, 
benefits for screening flexible sigmoidoscopies or screening colonoscopies will be 
payable the same as the Adult Wellness benefit described on [GH 411 E (HDHP)].  
All other flexible sigmoidoscopies or screening colonoscopies will be payable the 
same as any other covered Treatment or Service.] 
 
[In the event that a [PPO][Network] Provider is unavailable to administer the 
screening, examination, or treatment of colorectal cancer, and the Member [or 
Dependent] is referred to a Non-[PPO][Network] provider, there will be no 
additional cost to the individual beyond what he or she would otherwise have paid to 
a [PPO][Network] Provider.] 
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- Anesthesia and Hospitalization for Dental Procedures 
 
 Covered Charges will include charges for general anesthesia and hospitalization 

services performed in hospital or ambulatory surgical facility and the patient is: 
 

- A child under seven years of age who is determined by two dentists licensed 
under the Arkansas Dental Practice Act to require, without delay, necessary 
dental treatment in a hospital or ambulatory surgical center for a significantly 
complex dental condition; 

- A person with a diagnosed serious mental or physical condition; or 
- A person with a significant behavioral problem as determined by the covered 

person’s licensed Physician. 
 
 The provider must certify that hospitalization or general anesthesia is required 

because of the patient’s age, condition, or problem in order to safely and effectively 
perform the procedures. 

 
 Benefits will be payable the same as for any other covered Treatment or Service. 
 

- Prostate Cancer Screening 
 

Covered Charges will include charges prostate cancer screening services for you [or 
your Dependent] 40 years of age or older, including one screening per year, 
performed in accordance with guidelines issued by the National Comprehensive 
Cancer Network[ as of January 1, 2009].   
 
[(1) Benefits will be payable as described in [GH 411 E] [GH 412 E] – Adult 
Wellness, except that no Deductible will apply.]  [(2) If services are provided by a 
[PPO] [Network] Provider, benefits for prostate cancer screening tests will be 
payable the same as the Adult Wellness Benefits as described in [GH 411 E (HDHP) 
except that no Deductible will apply].  All other prostate cancer screening tests will 
be payable the same as any other covered Treatment or Service.] 
 

[ - Hearing Aid or Instrument 
 

Covered Charges will include charges for a hearing aid or instrument provided by a 
professional licensed by the state to dispense a hearing aid or instrument.  Benefits 
will not be subject to a Deductible[ or Copayment].  Benefits will be limited to $1,400 
per ear for each three-year period. 
 
“Hearing Aid” means an instrument or device, including repair and replacement 
parts, that: 
- is designed or offered for the purpose of aiding persons with or compensating 

for impaired hearing; and 
- is worn in or on the body; and 
- is generally not useful to a person in the absence of a hearing impairment.] 
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 - Orthotic and Prosthetic Devices and Services 
 
  Benefits Payable 
 
  Covered Charges will include charges for orthotic devices, orthotic services, 

prosthetic devices and prosthetic services.  Benefits will be payable the same as any 
other covered Treatment or Service.  Replacement devices or services are limited to 
once every three years, unless the replacement is medically necessary.   

 
  Definitions 
 
  “Functional limit test” includes, without limitation: 
 

- medical history, including prior use of orthotic devices or prosthetic devices, if 
applicable; and 

- current condition, including the status of the musculoskeletal system and the 
nature of other medical problems; and 

- desire to ambulate with respect to lower limb orthotic devices or prosthetic 
devices; and 

- desire to maximize upper limb function with respect to upper limb orthotic 
devices or prosthetic devices. 

 
  “Orthotic device” means an external device that is: 
 

- intended to restore physiological function or cosmesis to a patient; and 
- custom designed, fabricated, assembled fitted or adjusted for the person using 

the device before or concurrent with the delivery of the device to the person. 
 
  Orthotic device does not include a cane, crutch, corset, dental appliance, elastic 

hose, elastic support, fabric support,  generic arch support, low-temperature plastic 
splint, soft cervical collar, truss or other similar device that: 

 
- is carried is stock and sold without therapeutic modifications by a corset shop, 

department store, drug store, surgical supply facility, or other similar entity; 
and 

- has no significant impact on the neuromuscular, musculoskeletal, or 
neuromusculoskeletal functions of the body. 

 
 “Orthotic service” means the evaluation and treatment of a condition that requires 

the use of an orthotic device. 
 
  “Prosthetic device” means an external device that is: 
 

- intended to replace an absent external body part for the purpose of restoring 
physiological function or cosmesis; and 

- custom designed, fabricated, assembled, fitted, or adjusted for the person using 
the device before or concurrent with delivery. 

 
  Prosthetic device does not include an artificial eye, artificial ear, dental appliance, a 

cosmetic device such as artificial eyelashes or wigs, a device used exclusively for 
athletic purposes, an artificial facial device, or other device that does not have a 
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significant impact on the neuromuscular, musculoskeletal, or neorolusculoskeletal 
functions of the body. 

  
“Prosthetic service” means the evaluation and treatment of a condition that requires 
the use of a prosthetic device. 

 
Also see Description of Benefits, Medical Expense Insurance, Prosthetics on [GH 411 
K] [GH 412 K] for payment provisions regarding prothetic devices.  

 
[Member Benefit Options 
 

- Benefit Option Election 
 

There are [two] medical benefit options available for you to choose from.  You may 
elect any one of these benefit options by filing a written request on the enrollment 
form provided by the [Policyholder][Employer].  [If you elect to insure your 
Dependents, they will be enrolled in the same benefit option you elect for yourself.] 

 
The [two] benefit options available are: 

 
[Option I: [80%] [PPO][Network] Provider/[60%] Non-[PPO][Network] Provider 

Coinsurance; [$300] Deductible; 
 

Option II: [90%] [PPO][Network] Provider/[70%] Non-[PPO][Network] Provider 
Coinsurance; [$200] Deductible] 

 
- Benefit Option Transfer 

 
The benefit option you elect initially will remain in effect until you elect to change 
benefit options.  You may transfer to another benefit option during the annual open 
enrollment period designated by the [Policyholder][Employer] for such transfers.  
Your new benefit option will become effective on the day after the annual open 
enrollment period ends. 

 
The annual open enrollment period is the one-month period immediately prior to the 
Policy Anniversary date. [The Policy Anniversary date is [January 1, 1999].][or 
another period of time requested by the employer and approved by Us.] 

 
A benefit option transfer may also be made on any premium due date.  You may 
transfer to another benefit option if one of the following events occur to change your 
family status, provided you complete the appropriate enrollment form within [31] 
days after the date the event occurred.  See the [Policyholder][Employer] for details.  
The family status changes are as follows: 

 
- marriage or divorce [or termination of a Domestic Partner relationship]; 
- death of a spouse [or Domestic Partner] or child; 
- birth or adoption of a child; 
- termination of employment by your spouse [or Domestic Partner] or a change in 

the spouse's [or Domestic Partner’s] employment that causes loss of group 
coverage; 

- your spouse [or Domestic Partner] becomes employed; 
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- your employment or your spouse's [or Domestic Partner’s]employment changes 
from part-time to full-time or from full-time to part-time; 

- you or your spouse [or Domestic Partner]take an unpaid leave of absence; or 
- a significant change is made in your or your spouse's [or Domestic Partner’s] 

group health coverage. 
 

A benefit option transfer may also be made on any premium due date if your request 
is due to a special enrollment period and you complete the appropriate enrollment 
form within the time specified for a special enrollment period as described on GH 115 
A (MED). 

 
If you elect not to enroll for Medical Expense Insurance under the Group Policy, you 
will be eligible to apply for coverage under one of the benefit options at the next 
annual open enrollment period. [In no event will Dependent Medical Expense 
Insurance be in force for your Dependents if you are not insured for Member Medical 
Expense Insurance.] 

 
Any benefit option transfer will be subject to the following provisions: 

 
- Charges for Treatment or Service received by you [or your Dependents] while 

insured under any benefit option may be applied toward satisfaction of the 
calendar year Deductible under the benefit option you transfer to for the 
calendar year in which the transfer occurs, provided the charges are limited to 
those that: 

 
   - would have been Covered Charges under the Group Policy; and 
 
   - were not paid under the other benefit option; and 
 
   - would have counted toward satisfaction of the Deductible under the other 

benefit option. 
 

- Charges for Treatment or Service received by you [or your Dependents] while 
insured under any benefit option may be counted to determine the payment 
percentage under the benefit option you transfer to for the calendar year in 
which the transfer occurs, provided the charges are limited to those that: 

 
   - would be Covered Charges under the Group Policy; and 

  - were for Treatment or Service received during the calendar year in which 
the transfer occurred. 

 
- Benefits will be payable under each benefit option only for Covered Charges 

incurred while insured under that particular benefit option.] 
 
[PPO]] Network Options 
 
The [Policyholder][Employer] has selected [two] [PPO] networks for you to choose from.  You 
may elect any one of these [PPO] networks by filing a Written request on the enrollment form 
provided by the [Policyholder][Employer].  [If you elect to insure your Dependents, they will be 
enrolled in the same [PPO] network you elect for yourself.] 
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Persons electing coverage under [either] [PPO] network will have free choice of providers.  
However, benefits will be reduced as described on GH 104 B, if medical care is not received 
from a [Preferred][Network] Provider. 
 
The [PPO] network you elect initially will remain in effect until you elect to change [PPO] 
networks.  You may transfer to another [PPO] network during the annual open enrollment 
period designated by the [Policyholder][Employer] for such transfers.  Your new [PPO] 
network will become effective on the day after the annual open enrollment period ends. 
 
The annual open enrollment period is the one-month period immediately prior to the Policy 
Anniversary date. [The Policy Anniversary date is [January 1, 1999].][or another period of time 
requested by the employer and approved by Us.] 
 
[A  network transfer may also be made on any premium due date.  You may transfer to another  
network if one of the following events occur to change your family status, provided you 
complete the appropriate enrollment form within [31] days after the date the event occurred.  See 
the Policyholder for details.  The family status changes are as follows: 
 

- marriage or divorce [or termination of a Domestic Partner relationship]; 
- death of a spouse [or Domestic Partner] or child; 
- birth or adoption of a child; 
- termination of employment by your spouse [or Domestic Partner] or a change in the 

spouse's [or Domestic Partner’s] employment that causes loss of group coverage; 
- your spouse [or Domestic Partner] becomes employed; 
- your employment or your spouse's [or Domestic Partner’s] employment changes from 

part-time to full-time or from full-time to part-time; 
- you or your spouse [or Domestic Partner] take an unpaid leave of absence; or 
- a significant change is made in your or your spouse's [or Domestic Partner’s] group 

health coverage.] 
 
A  network transfer may also be made on any premium due date if your request is due to a 
special enrollment period and you complete the appropriate enrollment form within the time 
specified for a special enrollment period as described on GH 115 A (MED). 
 
Any  network transfer will be subject to the following provisions: 
 

- Charges for Treatment or Service received by you [or your Dependents] while insured 
under one  network may be applied toward satisfaction of the calendar year 
Deductible under the  network you transfer to for the calendar year in which the 
transfer occurs, provided the charges are limited to those that: 

 
- would have been Covered Charges under the Group Policy; and 

 
- were not paid under the other  network; and 

 
- would have counted toward satisfaction of the Deductible under the other  

network. 
 

- Charges for Treatment or Service received by you [or your Dependents] while insured 
under one  network may be counted to determine the payment percentage under the  
network you transfer to for the calendar year in which the transfer occurs, provided 
the charges are limited to those that: 
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- would be Covered Charges under the Group Policy; and 

 
- were for Treatment or Service received during the calendar year in which the 

transfer occurred. 
 

- Benefits will be payable under each  network only for Covered Charges incurred 
while insured under that particular [PPO] network.] 
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
COVERED CHARGES 
 
Benefits Payable 
 
Benefits payable will be as described in the following section, subject to: 
 

- all listed limitations; and 
 

 - All Payment Provisions as listed on GH 410; and 
 
 - the terms and conditions of Utilization Management Program, Coordination With Other 

Benefits, [Medicare Carveout] and [Subrogation and Reimbursement]. 
   
Covered Charges 
 
Covered Charges will be the actual cost charged to you [or one of your Dependents] but only to the extent 
that the actual cost charged does not exceed Prevailing Charges. 
 
Covered Charges for Comprehensive Medical benefits payable will be based on four Categories of medical 
care services as described below. 
 
Payment of Covered Charges not listed shall be determined by Us based on the amount payable for a 
Covered Charge of a comparable nature. 
 
 - Hospital Services  includes: 
 

- charges by a Hospital for room and board (but not more than the Hospital Room Maximum if 
confinement is in a private room); and 

- Hospital services other than room and board; and 
- charges by a Physician for pathology, radiology, or the administration of anesthesia while 

receiving treatment at a Hospital; and 
- the services of a licensed practical nurse (L.P.N.) or a licensed registered nurse (R.N.), but 

only when such services are provided while receiving treatment curing a Hospital 
Inpatient Confinement or as otherwise required by state law; and 

- physical, occupational,  and speech therapy, but only when such services are provided 
while receiving treatment during a Hospital Inpatient Confinement; and 

- charges for blood and blood plasma when provided while the insured person is receiving 
treatment at a Hospital; and 

- Birthing Center services; and 
- Ambulatory Surgery Center services; and 
- freestanding dialysis center services; and 
- Inpatient Rehabilitative Services as described in GH 411 F (HDHP). 
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- Physician Hospital Services includes charges for the services of a Physician (including surgery 
and Physician Visits), while receiving treatment at a Hospital (on an inpatient or outpatient 
basis). [This includes a professional component that is billed by a pathologist in connection 
with the laboratory testing.] 

 
- Physician Office or Clinic Services includes: 

 
- charges for Treatment or Service furnished at the Physician's clinic or office.  Such 

services include charges for Physician Visits, [dressings] [supplies,] [equipment,] 
[injections], [take-home drugs], [blood], [blood plasma], [x-ray and] laboratory 
examinations] [(this includes a professional component that is billed by a pathologist in 
connection with the laboratory testing)], [radium], [radioactive isotope therapy], [removal 
of impacted teeth,] [and routine physical examinations.  Routine physical examinations 
Advanced Imaging Services as described in GH 411 GG (HDHP); and 

- the services of a Health Care Extender; and 
- physical, occupational, and speech therapy as described in GH 411 F (HDHP); and 
[- the services of a Physician or licensed acupuncturist for acupuncture treatment, up to a 

maximum benefit of [$500 each calendar year] for each insured person; and 
[- Complementary Medicine as described in GH 411 N (HDHP)]; and 

   [- telephone calls or telephone consultations]; and]  
   [- e-mail communications or e-mail consultation by a Physician with an established patient, 

up to a maximum benefit of [$35 per consultation.]  E-mail consultations involving 
prescription refills, scheduling of appointments or any communication not used for the 
evaluation of a clinical condition will not be considered a Covered Charge.]     

 
 - All Other Covered Services includes: 
 

[- drugs and medicines requiring a Physician's prescription and approved by the Food and Drug 
Administration for marketing as described below; and] 

- charges for ambulance service provided by a Hospital or a licensed service to and from a 
local Hospital (or to and from the nearest Hospital equipped to furnish needed treatment 
not available in a local Hospital) or to and from a Hospital when needed to transition to a 
more cost effective level of care as determined by The Principal; [not to exceed a 
maximum benefit of [$5,000 each calendar year] for you [or any one of your 
Dependents]]; and 

- surgical dressings, supplies, covered orthotics, casts, splints, braces and crutches and 
equipment not considered to be Durable Medical Equipment as described in GH 411 J 
(HDHP); and 

- oxygen, nebulizers and related charges; and 
- Skilled Nursing Facility Care as described in GH 411 M (HDHP) and 
- Hospice Care as described in GH 411 L (HDHP); and 
- Home Health Care as described in GH 411 I (HDHP); and 
- Home Infusion Therapy Services as described in GH 411 I (HDHP); and 
- Durable Medical Equipment as described in GH 411 J (HDHP); and 
- Prosthetics as described in GH 411 K (HDHP); and 
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- the services of a licensed practical nurse (L.P.N.) or a licensed registered nurse (R.N.), but 
only when such services are provided as part of Home Health Care, Home Infusion 
Therapy Services, or Hospice Care, or as required by state law; and 

[- cornea or skin transplants; and] 
- anesthesia; and 
- Advanced Imaging Services as described in GH 411 GG (HDHP); and 
- Dental Services to repair damage to the jaw and sound natural teeth, if the damage is the 

direct result of an accident (but did not result from chewing) and if the Dental Services are 
completed within twelve months after the accident.  Covered Charges are limited to the 
least expensive procedure that would provide professionally acceptable results; and 

[- Dental Services for the Treatment or Service of Amelioblastoma (benign, non-
encapsulated, locally aggressive tumor of odontogenic epithelium), Giant Cell Granuloma 
(benign but aggressive lesion of the jaw) or Odontogenic Keratocyst (aggressive and 
rapid growing cyst that will invade tissue and bone) tumors]; and 

[- Outpatient, clinic or office-based surgery]; and 
[- Outpatient non-surgical back, neck and spine as described in GH 411 F (HDHP); and] 
- Specialty Prescription Drugs as described below.  

 
[Prescription Drugs [(other than Specialty Prescription Drugs provided below)] 
 
 Payment Conditions 
 

Benefit payment under this section will be limited to not more than a [90-day] supply for each 
prescription and each refill.  
 

 Utilization Review 
 

For certain drugs and classes of drugs designated by Us, We reserve the right to: 
 
 - require prior authorization for dispensing; and 
- limit quantities whose cost will be deemed to be Covered Charges; and  
- require the dispensing of certain drugs prior to another drug within a given class, as established 

by Us; 
 

A prescription will not be refilled if there is a previously dispensed quantity for the same prescription 
or refill (for the same insured person]) and the previously dispensed quantity of the drug or medicine 
was for: 

 
- less than a 15-day supply and the dispensing date for the current prescription is more than four 

days before a previously dispensed supply would be exhausted; or 
 
- more than a 14-day supply and the dispensing date for the current prescription is more than ten 

days before the previously dispensed supply would be exhausted; or 
 
 - more than a 14-day supply and the dispensing date for the current prescription is earlier than the 

date on which approximately [75%] of the previously dispensed quantity would be expected to 
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last if the previously dispensed quantity was consumed based on the dosage instructions 
provided by the Physician. 

 
Exhaustion of the previously dispensed supply is determined based on when the last dose of the 
medicine or drug would have been consumed if the previously dispensed supply was consumed by 
the prescription date.] 

 
Covered Charges for Specialty Prescription Drugs  
 
Specialty Prescription Drugs are drugs and medicines, as determined by Us, that are typically expensive, 
biotechnology drugs used to treat certain chronic conditions.  A complete list of Specialty Prescription 
Drugs is available on-line at the Principal Life Insurance Company website www.principal.com.  Drugs 
not on the list are not considered Specialty Prescription Drugs.   
 
Covered Charges will include charges incurred for Provider Administered Specialty Prescription Drugs 
and Self Administered Specialty Prescription Drugs 
 
“Specialty Pharmacy” means a pharmacy designated by [Us] to dispense Specialty Prescription Drugs. 
 
“Member Pharmacy” means any retail pharmacy which has contracted with [Us] [the designated 
pharmacy benefit manager] to dispense Prescription Drugs for which benefits are provided under the 
Group Policy. 
 
“Non-Member Pharmacy” means any retail pharmacy which has not contracted with [Us] [the designated 
pharmacy benefit manager] to become a Member Pharmacy.  
 
- Payment Conditions  
 

Benefit payment under this section will be limited to not more than a [90-day] supply for each 
Specialty Prescription Drug or each refill. 

 
- Provider Administered Specialty Prescription Drugs 
 

Provider Administered Specialty Prescription Drugs can be dispensed by a provider, Specialty 
Pharmacy or Member Pharmacy (as determined by Us) or at a Non-Member Pharmacy.   
 
[For Provider Administered Specialty Prescription Drugs, prior authorization may be required.]  [If 
Provider Administered Specialty Prescription Drugs are not [pre-authorized] [or] [determined not to 
be [a Covered Charge] [Medically Necessary Care]], [no benefits will be payable] [benefits [will] 
[may] be subject to the Utilization Management Program in GH 407 CC.]  
 

- Self Administered Specialty Prescription Drugs  
 

Self Administered Specialty Prescription Drugs must be dispensed by Specialty Pharmacy.   
 

[For Self Administered Specialty Prescription Drugs, prior authorization may be required.]  [If Self 
Administered Specialty Prescription Drugs are not [pre-authorized] [or] [determined not to be [a 
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Covered Charge] [Medically Necessary Care] [or] [filled at other than a Specialty Pharmacy][,] [no 
benefits will be payable].]  See the Utilization Management Program in GH 407 CC].]]   

 
Covered Charges for Multiple Surgical Procedures 
 
If you [or your Dependent] undergo two or more procedures during the same anesthesia period, Covered 
Charges for the services of the Physician, facility, or other covered provider for each procedure that is 
clearly identified and defined as a separate procedure will be based on: 
 
[[for [PPO][Network] providers:] 
 
[- [100% of Prevailing Charges for the first or primary procedure or a different amount provided the 

amount has been agreed to in Writing by Us and the [PPO][Network] provider;] [and] 
 
[- [50% of Prevailing Charges for the second procedure or a different amount provided the amount has 

been agreed to in Writing by Us and the [PPO][Network] provider]; [and] 
 
- [25% of Prevailing Charges for each of the other procedures or a different amount provided the 

amount has been agreed to in Writing by Us and the [PPO][Network] Provider.]] 
 
[[for Non-[PPO][Network] providers:] 
 
[- [100% of Prevailing Charges for the first or primary procedure or a different amount provided the 

amount has been agreed to in Writing by Us and the Non-[PPO][Network] provider; [and] 
 
-. [50% of Prevailing Charges for the second procedure or a different amount provided the amount has 

been agreed to in Writing by Us and the Non-[PPO][Network] Provider; [and] 
 
[- [25% of Prevailing Charges for each of the other procedures or a different amount provided the 

amount has been agreed to in Writing by Us and the Non-[PPO][Network] Provider.]] 
 
Covered Charges for Multiple [Advanced Imaging Services] [and] [Certain Diagnostic Testing] 
 
If you [your or Dependent] undergo two or more procedures during a single patient session, Covered 
Charges for the services of a [Physician][,] facility or other covered provider for each procedure will be 
based on: 
 
[[for [PPO][Network] providers:]  
 
- [100% of Prevailing Charges for the first or primary procedure or a different amount provided the 

amount has been agreed to in Writing by Us and the [PPO][Network] Provider]; and 
 
- [75% of Prevailing Charges for the second procedure or a different amount provided the amount has 

been agreed to in Writing by Us and the [PPO][Network] Provider]; and 
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- [75% of Prevailing Charges for each of the other procedures or a different amount provided the 
amount has been agreed to in Writing by Us and the [PPO][Network] Provider].]  

 
[This does not apply to services received while Hospital Inpatient Confined.] 
 
[[for Non-[PPO][Network] providers:]  
 
- [100% of Prevailing Charges for the first or primary procedure or a different amount provided the 

amount has been agreed to in Writing by Us and the Non-[PPO][Network] Provider]; and 
 
- [75% of Prevailing Charges for the second procedure or a different amount provided the amount has 

been agreed to in Writing by Us and the Non-[PPO][Network] Provider]; and 
 
- [75% of Prevailing Charges for each of the other procedures or a different amount provided the 

amount has been agreed to in Writing by Us and the Non-[PPO][Network] Provider].]  
 
[This does not apply to services received while Hospital Inpatient Confined.] 
 
Covered Charges for an Assistant during Surgical Procedures 
 
Benefits will be payable for the services of an assistant to a surgeon if the skill level of a Medical Doctor or 
Doctor of Osteopathy would be required to assist the primary surgeon.  Covered Charges for such services 
will be paid up to [20%] of the Prevailing Charge of the covered surgical procedure if the procedure is 
performed by a Physician or Health Care Extender [or a different amount provided the amount has been 
agreed to in Writing by Us and the [PPO][Network] provider] [for [PPO][Network] providers]] [20%] of 
the Prevailing Charge of the covered surgical procedure if the procedure is performed by a Physician or 
Health Care Extender [or a different amount provided the amount has been agreed to in Writing by Us and 
the Non-[PPO][Network] provider] [for non-[PPO][Network] providers]].  [Covered Charges for a non-
Doctor of Medicine, non-Doctor of Osteopathy or a non-Doctor of Podiatry surgical assistant will be paid 
up to [15%] of the Prevailing Charge.] 
 
In addition, the multiple surgical procedures percentiles, as described above will be applied.  
 
[Covered Charges for Clinical Trials 
 
Benefits will be payable for Clinical Trials provided: 
 
- You [or your Dependent] have a life threatening disease or illness and have exhausted all other 

forms of treatment; and 
 
- You [or your Dependent] are a participant in the Clinical Trial. 
 
Covered Charges will include: 
 
- routine care costs for items or services that are typically provided absent a Clinical Trial; and 
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- services and supplies required solely for the provisions of the Experimental or Investigational 
Measures. 

 
No benefits will be paid for: 
 
- charges for the Experimental or Investigational Measures; and  
 
- costs associated with data collection and record keeping; and 
 
- services that are required by the Clinical Trial protocol but are not used in the direct clinical 

management of you [or your Dependent]. ] 
 
[Covered Charges Carried Forward 
 
To determine Deductible satisfaction, Treatment or Service received by you [or by a Dependent] during the 
last three months of a calendar year may be counted as if received in either: 
 
 - the calendar year in which actually received; or 
 
 - the next following calendar year; 
 
whichever would result in greater benefit payment.] 
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
[MENTAL HEALTH OR BEHAVIORAL TREATMENT SERVICES AND ALCOHOL OR 
DRUG ABUSE TREATMENT SERVICES][MENTAL HEALTH, BEHAVIORAL, 
ALCOHOL OR DRUG ABUSE TREATMENT SERVICES] 
 
Benefits Payable 
 
Benefits payable will be as described in this section, subject to: 
 

- all listed limitations; and 
 
- all Payment Provisions described in GH 410; and 

 
- the terms and conditions of Utilization Management Program, Coordination With Other 

Benefits, [Medicare Carveout] and [Subrogation and Reimbursement]. 
 
 
[Benefits Payable - Mental Health or Behavioral Treatment Services and Alcohol or Drug 
Abuse Treatment Services 
 
The following benefits will be payable for Mental Health or Behavioral Treatment Services and 
Alcohol or Drug Abuse Treatment Services.  These benefits will be payable instead of any other 
benefits described in this booklet, except as otherwise indicated in this section. In the event you [or 
one of your Dependents] receive Treatment or Services for more than one condition during the same 
period of time, benefits will be payable based on the primary focus of the Treatment or Service, as 
determined by Us. 
 
 - Mental Health or Behavioral Treatment Services 
 

- Inpatient Hospital Services 
 

If  you [or one of your Dependents] are Hospital Inpatient Confined in a 
Psychiatric Hospital, a psychiatric unit of a general Hospital, a licensed outpatient 
psychiatric center, or a Community Mental Health Center, benefits will be payable 
for charges for room, board, and other usual services provided during such 
confinement, and for Physician Visits provided during such confinement. 

 
Benefits will be payable as described below. 

 
(2) Partial Hospitalization or Day Treatment Services 

 
If you [or one of your  Dependents] receives Partial Hospitalization or Day 
Treatment Services, benefits will be payable for such services as described below. 

 
"Partial Hospitalization Facility or Day Treatment Facility" means a Hospital, a 
Psychiatric Hospital, a licensed outpatient psychiatric center, a Community Mental 
Health Center, or freestanding facility that is licensed by the proper authority of the 
state in which it is located to provide Partial Hospitalization or Day Treatment 
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Services. 
 

"Partial Hospitalization or Day Treatment Services" mean a structured program 
under the supervision of a Physician, which provides diagnostic and therapeutic 
Mental Health or Behavioral Treatment Services in a Partial Hospitalization 
Facility or Day Treatment Facility for not less than four and not more than 12 
consecutive hours in a 24-hour period. 

 
- Outpatient Services 

 
If you [or one of your Dependents] receives any Outpatient Services by a Physician 
or Health Care Extender, Hospital, Psychiatric Hospital, outpatient psychiatric 
center, or Community Mental Health Center, benefits will be payable as described  
below. 

 
"Outpatient Services" mean Mental Health or Behavioral Treatment Services, 
including Physician Visits, which are provided other than while Hospital Inpatient 
Confined or receiving Partial Hospitalization or Day Treatment Services. 

 
Covered Charges for Outpatient Services are limited to the following services: 

 
- crisis intervention or stabilization; 
- psychological testing; 
- individual psychotherapy; 
- family therapy, if the patient is present;; 
- group therapy; 
- electroconvulsive therapy; 
- psychiatric medication management; 
[- biofeedback;] 
- behavior modification treatment; 
[- hypnotherapy;] 
- narcosynthesis. 

 
- Physician Visits 

 
If you [or one of your Dependents] receives any Mental Health or Behavioral 
Treatment Services by a Physician or Health Care Extender, benefits will be 
payable as follows: 

 
- While Hospital Inpatient Confined:  Benefits will be payable for Physician 

Visits when provided while the person is Hospital Inpatient Confined, only if 
they occur during the period for which inpatient Hospital benefits are 
payable.  Benefits will be payable as described below. 

 
- While Receiving Partial Hospitalization or Day Treatment Services:  

Benefits will be payable for Physician Visits when provided while the person 
is receiving Partial Hospitalization or Day Treatment Services, only if they 
occur during the period for which Partial Hospitalization or Day Treatment 
Services benefits are payable.  Benefits will be payable as described below. 
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- All Other Physician Visits:  Benefits for Physician Visits provided other 

than while Hospital Inpatient Confined or while receiving Partial 
Hospitalization or Day Treatment Services are Outpatient Services and will 
be payable as described below.  Covered services will be those listed under 
Outpatient Services above. 

 
- Benefits Payable 

 
- Inpatient Hospital Services:  Benefits will be payable at [80%] of Covered 

Charges and will be subject to the same Deductible or Copay that applies to 
any other Inpatient Hospital Confinement, as well as the calendar year 
maximum benefit described below. 

 
- Partial Hospitalization or Day Treatment Services:  Benefits will be 

payable at [80%] of Covered Charges and will be subject to the calendar year 
Deductible, as well as the calendar year maximum benefit described below. 

 
- Outpatient Services:  Benefits will be payable at [80%] of Covered Charges 

and will be subject to the same Deductible or Copay that applies to any other 
outpatient services, as well as the calendar year maximum benefit described 
below. 

 
- Physician Visits:  Benefits will be payable at [80%] of Covered Charges and 

will be subject to [any applicable per-visit Copay][the calendar year 
Deductible], as well as the calendar year maximum benefit described below. 

 
The [80%] coinsurance rate described above applies whether or not you [or your 
Dependents] has satisfied the Out-of-Pocket Expense limit described in GH 104 B. 

 
- Calendar Year Maximum 

 
The maximum benefit payable for any combination of Covered Charges described 
above will be limited to a maximum benefit of [$7,500] each calendar year for each 
insured person. 

 
 - Alcohol or Drug Abuse Treatment Services 
 

- Inpatient Hospital Services 
 

If you [or one of your Dependents] are Hospital Inpatient confined in an Inpatient 
Alcohol or Drug Abuse Treatment Facility or an alcohol/drug unit of a general 
Hospital, benefits will be payable for charges for room, board, and other usual 
services provided during such confinement, and for Physician Visits provided 
during such confinement. 

 
Benefits will be payable as described below. 



 
GH 411 B AR-2 -4- 

 
- Partial Hospitalization or Day Treatment Services 

 
If you [or one of your Dependents] receives Partial Hospitalization or Day 
Treatment Services, benefits will be payable for such services as described below. 

 
"Partial Hospitalization Facility or Day Treatment Facility" means a Hospital or 
freestanding facility that is licensed by the proper authority of the state in which it 
is located to provide Partial Hospitalization or Day Treatment Services. 

 
"Partial Hospitalization or Day Treatment Services" mean a structured program 
under the supervision of a Physician, which provided diagnostic and therapeutic 
Alcohol or Drug Abuse Treatment Services in a Partial Hospitalization Facility or 
Day Treatment Facility for not less than four and not more than 12 consecutive 
hours in a 24-hour period. 

 
- Outpatient Services 

 
If you [or one of your Dependents] receives any Outpatient Services by a Physician 
or Health Care Extender, Hospital, or Outpatient Alcohol or Drug Abuse 
Treatment Facility, benefits will be payable as described below. 

 
"Outpatient Services" mean Alcohol or Drug Abuse Treatment Services, including 
Physician Visits, which are provided other than while Hospital Inpatient Confined 
or receiving Partial Hospitalization or Day Treatment Services. 

 
Covered Charges for Outpatient Services are limited to the following services: 

 
- individual therapy; 
- family therapy, if the patient is present; 
- group therapy; 
- alcohol or drug abuse medication management except as described in GH 

411 O; 
[- biofeedback;] 
- behavior modification treatment; 
- alcohol or drug abuse rehabilitation or counseling services. 

 
- Physician Visits 

 
If you [or one of your Dependents] receives any Alcohol or Drug Abuse Treatment 
Services by a Physician or Health Care Extender, benefits will be payable as 
follows: 

 
- While Hospital Inpatient Confined:  Benefits will be payable for Physician 

Visits when provided while the person in Hospital Inpatient Confined, only if 
they occur during the period for which inpatient Hospital benefits are 
payable.  Benefits will be payable as described below. 

 
- While Receiving Partial Hospitalization or Day Treatment Services:  

Benefits will be payable for Physician Visits when provided while the person 
is receiving Partial Hospitalization or Day Treatment Services, only if they 
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occur during the period for which Partial Hospitalization or Day Treatment 
Services benefits are payable.  Benefits will be payable as described below. 

 
- All Other Physician Visits:  Benefits for Physician Visits provided other 

than while Hospital Inpatient Confined or while receiving Partial 
Hospitalization or Day Treatment Services will be considered Outpatient 
Services and will be payable as described below.  Covered services will be 
those listed under Outpatient Services above. 

 
- Benefits Payable 

 
- Inpatient Hospital Services:  Benefits will be payable the same as for any 

other covered Treatment or Service and will be subject to the same 
Deductible or Copay that applies to any other Inpatient Hospital 
Confinement, as well as the Maximum Benefits described below. 

 
- Partial Hospitalization or Day Treatment Services:  Benefits will be 

payable the same as for any other covered Treatment or Service and will be 
subject to the calendar year Deductible, as well as the Maximum Benefits 
described below. 

 
- Outpatient Services:  Benefits will be payable the same as for any other 

covered Treatment or Service and will be subject to the same Deductible or 
Copay that applies to any other outpatient services, as well as the Maximum 
Benefits described below. 

 
- Physician Visits:  Benefits will be payable the same as for any other covered 

Treatment or Service and will be subject to [any applicable per-visit 
Copay][the calendar year Deductible], as well as the Maximum Benefits 
described below. 

 
- Maximum Benefits 

 
For each insured person, the maximum benefit payable for any combination of 
Covered Charges described  above will be limited to: 

 
- [$6,000] during any period of [two] consecutive calendar years[; and 

 
- [$12,000] during the insured person's lifetime]. 

 
 - Provisions Applicable to Mental Health or Behavioral Treatment Services and 

Alcohol or Drug Abuse Treatment Services 
 

For the purpose of the benefits described in this section: 
 

- No benefits will be payable for any charges incurred in excess of the limits and 
maximums described in this section.  The general Comprehensive Medical 
limitations, as described in GH 411 O, will apply to Mental Health or Behavioral 
Treatment Services and Alcohol or Drug Abuse Treatment Services.  In addition, 
Mental Health or Behavioral Treatment Services and Alcohol or Drug Abuse 
Treatment Services will not include and no benefits will be paid for: 
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- recreational therapy, art therapy, music therapy, dance therapy, or wilderness 

therapy; or 
 

- psychoanalysis and aversion therapy; or 
 

- residential mental health or behavioral Treatment or Service; or 
 

- after-care treatment programs for alcohol or drug abuse. 
 

[- Benefits payable for Mental Health or Behavioral Treatment Services and Alcohol 
or Drug Abuse Treatment Services will be applied to the Comprehensive Medical 
Overall Lifetime Maximum Payment Limit, and this maximum will be reduced by 
the benefits paid.] 

 
- Covered Charges incurred for outpatient laboratory services and for outpatient 

drugs and medicines requiring a Physician’s prescription are payable the same as 
for any other covered Treatment or Service, and are not subject to the limits 
described above. 

 
[- Charges for Outpatient Services or Partial Hospitalization or Day Treatment 

Services that are in excess of those approved by The Principal for Outpatient 
Services or for Partial Hospitalization or Day Treatment Services will not be 
considered Covered Charges.] 

 
[- Benefits payable for Outpatient Services and Partial Hospitalization or Day 

Treatment Services will be subject to the Utilization Management Program 
described in GH 407 CC.]] 

 
- [Benefits payable for Outpatient Services and for Partial Hospitalization or Drug 

Treatment Services must be pre-authorized prior to Treatment or Service received 
for [both [Preferred] [Network] Providers and] Non-[Preferred] [Network] 
Providers.]  [Benefits will be payable only for Outpatient Services and for Partial 
Hospitalization or Drug Treatment Services determined to be [a Covered Charge] 
[Medically Necessary Care].]  

 
- [If Treatment or Service for Outpatient Services and for Partial Hospitalization or 

Drug Treatment Services is not pre-authorized, no benefits will be payable.] [If 
Treatment or Services for Outpatient Services and for Partial Hospitalization or 
Drug Treatment Services is not pre-authorized, benefits will be subject to the 
Utilization Management Program described in GH 407 CC).] 

 
[Benefits payable for medical care received from either a [Preferred][Network] Provider or a Non-
[Preferred][Network] Provider will be combined and applied toward the limits and maximums 
described.]] 
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[Benefits Payable - Mental Health, Behavioral, Alcohol or Drug Abuse Treatment Services 
 
The following benefits will be payable for Mental Health, Behavioral, Alcohol or Drug Abuse 
Treatment Services.  In the event you [or one of your Dependents] receive Treatment or Services for 
more than one condition during the same period of time, benefits will be payable based on the 
primary focus of the Treatment or Service, as determined by Us. 
 

- Inpatient Hospital Services 
 

If a Member [or Dependent] is Hospital Inpatient Confined in a Psychiatric Hospital, an 
Inpatient Alcohol or Drug Abuse Treatment Facility, a psychiatric or alcohol/drug unit of 
a general Hospital, a licensed outpatient psychiatric center, or a Community Mental 
Health Center, benefits will be payable for charges for room, board, and other usual 
services provided during such confinement, and for Physician Visits provided during 
such confinement.  Benefits are payable the same as for any other Hospital Inpatient 
Confinement. 

 
- Outpatient Services 

 
If you [or one of your Dependents] receive any Outpatient Services by a Physician or 
Health Care Extender, Hospital, Psychiatric Hospital, outpatient psychiatric center, 
Community Mental Health Center, or Outpatient Alcohol or Drug Abuse Treatment 
Facility, benefits will be payable the same as for any other outpatient services. 

 
"Outpatient Services" mean Mental Health, Behavioral, Alcohol or Drug Abuse 
Treatment Services, including Physician Visits, which are provided other than while 
Hospital Inpatient Confined. 

 
Covered Charges for Outpatient Services are limited to the following services: 

 
  - Partial Hospitalization or Day Treatment Services; 

- crisis intervention or stabilization; 
- psychological testing; 
- individual psychotherapy; 
- family therapy, if the patient is present; 
- group therapy; 
- electroconvulsive therapy; 
- psychiatric, alcohol or drug abuse medication management, except as described in 

GH 411 O; 
[- biofeedback;] 
- behavior modification treatment; 
- alcohol or drug abuse rehabilitation or counseling services; 
[- hypnotherapy;] 
- narcosynthesis. 

 
For the purpose of these Outpatient Services benefits, "Partial Hospitalization or Day 
Treatment Services” mean a structured program under the supervision of a Physician, 
which provides diagnostic and therapeutic Mental Health, Behavioral, Alcohol or Drug 
Abuse Treatment Services in a Partial Hospitalization Facility or Day Treatment Facility 
for not less than four and not more than 12 consecutive hours in a 24-hour period. 
"Partial Hospitalization Facility or Day Treatment Facility” means a Hospital or 
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freestanding facility that is licensed by the proper authority of the state in which it is 
located to provide Partial Hospitalization or Day Treatment Services. 

 
- Physician Visits 

 
If you [or one of your Dependents] receive any Mental Health, Behavioral, Alcohol or 
Drug Abuse Treatment Services by a Physician or Health Care Extender, benefits will be 
payable the same as for any other Physician Visit. 

 
- Benefits Payable 

 
Benefits for Mental Health, Behavioral, Alcohol or Drug Abuse Treatment Services are 
payable the same as for any other covered Treatment or Service. 

 
[Benefits paid will be applied toward the Comprehensive Medical Overall Lifetime 
Maximum Payment Limit and this maximum will be reduced by the benefits paid.] 

 
[Charges incurred for Outpatient Services that are in excess of those approved by Us for 
Outpatient Services will not be considered Covered Charges.] 

 
[Benefits payable for Outpatient Services will be subject to the Utilization Management 
Program described on GH 407 CC.] 
 
[Benefits payable for Outpatient Services must be pre-authorized prior to Treatment or 
Service received for [both [Preferred] [Network] Providers and] Non-[Preferred] 
[Network] Providers.]  [Benefits will be payable only for Outpatient Services determined 
to be [a Covered Charge] [Medically Necessary Care].]  
 
[If Treatment or Service for Outpatient Services is not pre-authorized, no benefits will be 
payable.] [If Treatment or Services for Outpatient Services is not pre-authorized, 
benefits will be subject to the Utilization Management Program described in GH 407 
CC).] 

 
- Limitations 

 
The general Comprehensive Medical limitations, as described in GH 411 O, will apply to 
Mental Health, Behavioral, Alcohol or Drug Abuse Treatment Services.  In addition 
Mental Health, Behavioral, Alcohol or Drug Abuse Treatment Services will not include 
and no benefits will be paid for: 

 
- recreational therapy, art therapy, music therapy, dance therapy, or wilderness 

therapy; or 
- psychoanalysis and aversion therapy; or 
- residential mental health or behavioral Treatment or Service; or 
- after-care treatment programs for alcohol or drug abuse.] 

 
[Benefits payable for medical care received from either a [Preferred] [Network] 
Provider or a Non-[Preferred][Network] Provider will be combined and applied toward 
the limits and maximums described in this section.] 
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
TRANSPLANT SERVICES 
 
 
Benefits Payable 
 
Benefits payable will be as described in this section, subject to: 
 

- all listed limitations; and 
 
- all Payment Provisions described in GH 410; and 

 
- the terms and conditions of Utilization Management Program, Coordination With Other 

Benefits, [Medicare Carveout] and [Subrogation and Reimbursement]. 
 
[Benefits Payable - Transplant Services 
 
"Transplant Services" means Covered Charges incurred in connection with the covered transplants 
including but not limited to those listed below that are [for Medically Necessary Care] [a Covered 
Charge and not considered to be an Experimental or Investigational Measure.  Covered transplants 
include the following human-to-human organ or bone marrow transplant procedures (including 
charges for organ or tissue procurement.)   

 
[- Heart; 
- Heart/lung (simultaneous); 
- Lung; 
- Kidney; 
- Kidney-Pancreas; 
- Pancreas; 
- Small Bowel; 
- Cornea; 
- Skin; 
- Bone marrow transplant or peripheral stem cell infusion when a positive response to standard 

medical treatment or chemotherapy has been documented.  
 
Benefits for these Transplant Services will be payable the same as for any other covered Treatment 
or Service[ subject to the calendar year [Deductible][and][Coinsurance].] 
 
Limitations 

 
The general Comprehensive Medical limitations as described in GH 411 O will apply to Transplant 
Services.  In addition, limitations specific to Home Health Care, Home Infusion Therapy Services, 
Durable Medical Equipment, Skilled Nursing Facility, and Hospice provisions will apply to 
Transplant Services if those benefits are used in connection with a covered transplant. 
 
For each transplant episode Covered Charges will include: 
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- Transplant evaluations from no more than two transplant providers; and 
- No more than one listing with the United Network of Organ Sharing (UNOS). 
 
If the transplant is not a covered transplant under the Group Policy, all charges related to the 
transplant and all related complications will be excluded from payment under the Group Policy, 
including, but not limited to, dose-intensive chemotherapy. 
 
[Benefits paid for Transplant Services will be applied to the Comprehensive Medical Overall 
Lifetime Maximum Payment Limit, and the maximum will be reduced by the benefits paid.]] 
[See the Utilization Management Program in GH 407 CC.] 
 
 
[Benefits Payable - Transplant Services 
 
"Transplant Services" means Covered Charges incurred in connection with the covered transplants 
including but not limited to those listed below that are [for Medically Necessary Care] [a Covered 
Charge] and not considered to be an Experimental or Investigational Measure.  The following 
benefits will be payable for Treatment or Service for Transplant Services.  These benefits will be 
payable instead of any other benefits described in the Group Policy, except as otherwise provided in 
this section. 
 
Covered Transplants 
 
 The following human-to-human organ or bone marrow transplant procedures will be 

considered Covered Charges, subject to all limitations and maximums described in this 
section, for a patient who is covered under the Group Policy. 

 
[- Heart; 
- Heart/lung (simultaneous); 
- Lung; 
- Liver; 
- Kidney; 
- Kidney-pancreas; 
- Pancreas; 
- Small bowel; 
- Bone marrow transplant or peripheral stem cell infusion when a positive response to 

standard medical treatment or chemotherapy has been documented. 
 

Cornea and skin transplants are not Covered Transplants for the purpose of this section.  
Instead, cornea and skin transplants are covered under the normal provisions of this 
Comprehensive Medical section, and are not subject to any conditions set forth in this Section. 

 
Covered Charges 

 
For the purpose of this section, Transplant Services Covered Charges will include all services 
listed in the general Comprehensive Medical Covered Charges section, including, but not 
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limited to, services by a Home Health Care Agency, Skilled Nursing Facility, Hospice and 
services for Home Infusion Therapy Services and Durable Medical Equipment. 
 
Covered Charges will also include charges incurred by the organ donor for a covered 
transplant if the charges are not covered by any other medical expense coverage. 

 
- Benefits Payable:  Within the Transplant Network 
 

For Transplant Services provided by a provider in the Transplant Network, benefits payable 
for Treatment or Service received each calendar year will be paid at the [PPO][Network] level 
of benefits[, subject to the calendar year [Deductible][ and][ Coinsurance].] 
 
If transplant related services are provided by a provider in the Transplant Network, travel and 
lodging expenses for the patient and the patient's Immediate Family will be covered if the 
treating facility is greater than [100] miles one way from the patient's home (excluding travel 
or lodging provided by a family member or friend).  This would include ambulance expenses 
that would otherwise be excluded under the Comprehensive Medical ambulance benefit, if 
such expenses are incurred solely to meet timing requirements imposed by the transplant.  
Benefits payable cannot be used to satisfy any [Deductible] or [coinsurance] amount under the 
ambulance benefit in the normal provisions of the Comprehensive Medical section. 
 
Travel and lodging benefits will be payable at [100%] without application of any Deductible 
Amount, up to a lifetime maximum benefit of [$5,000] for each transplant recipient. 
 
All travel and lodging benefits must be approved in advance by The Principal. 
 

 
- Benefits Payable:  Outside the Transplant Network 
 

For Transplant Services provided by any covered provider other than a Transplant Network 
provider, benefits will be payable the same as any other covered Treatment or Service, [subject 
to the calendar year Deductible] [and] [the applicable coinsurance rate] up to the following 
maximum benefit for each transplant episode for each surgery listed below[, and up to a 
transplant lifetime maximum benefit of [$500,000] for each insured Member [or Dependent]]: 

 
- Liver     [$ 30,000] 
- Kidney    [$ 30,000] 
- Heart     [$ 30,000] 
- Lung     [$ 30,000] 
- Heart/Lung (simultaneous)  [$ 30,000] 
- Bone Marrow 
 - Autologous  [$ 30,000] 
 - Allogeneic   [$ 30,000] 
- Kidney-Pancreas (simultaneous)  [$ 30,000] 
- Kidney    [$ 30,000] 
- Pancreas    [$ 30,000] 
- Small bowel   [$ 30,000] 
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Services subject to the transplant episode [and transplant lifetime maximums] will include 
Covered Charges as specified in this section, including, but not limited to:  evaluation; pre-
transplant, transplant, and post-transplant care (not including outpatient immunosuppressant 
drugs); organ donor search, procurement and retrieval; complications related to the procedure 
and follow-up care for services received during the 12-month period from the date of 
transplant.  Services by a Home Health Care Agency or Skilled Nursing Facility and services 
for Home Infusion Therapy Service and Durable Medical Equipment will reduce those 
provisions maximums. 

 
No benefits will be payable for travel and lodging expenses if services are provided outside the 
Transplant Network. 

 
- Limitations:  Applicable Within and Outside the Transplant Network 
 

The general Comprehensive Medical limitations as described in GH 411 O will apply to 
Transplant Services.  In addition, limitations specific to Home Health Care, Home Infusion 
Therapy Services, Durable Medical Equipment, Skilled Nursing Facility, and Hospice 
provisions will apply to Transplant Services if those benefits are used in connection with a 
Covered Transplant. 
 
For each transplant episode Covered Charges will include: 
 
- Transplant evaluations from no more than two transplant providers; and 
- No more than one listing with the United Network of Organ Sharing (UNOS). 

 
If the transplant is not a covered transplant under the Group Policy, all charges related to the 
transplant and all related complications will be excluded from payment under the Group 
Policy, including, but not limited to, dose-intensive chemotherapy. 
 
[Benefits paid for Transplant Services will be applied to the Comprehensive Medical Overall 
Lifetime Maximum Payment Limit, and the maximum will be reduced by the benefits paid.]] 
 
[See the Utilization Management Program in GH 407 CC.] 
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
MEDICAL EMERGENCY 
 
Benefits Payable 
 
Benefits payable will be as described in the following section, subject to: 
 

- all listed limitations; and 
 

 - All Payment Provisions as listed on GH 410; and 
 
 - the terms and conditions of Utilization Management Program, Coordination With Other 

Benefits, [Medicare Carveout] and [Subrogation and Reimbursement]. 
 
 
[Total benefits payable for each person during his or her lifetime will not be more than the Comprehensive 
Medical Overall Lifetime Maximum Payment Limit.] 
 
 
MEDICAL EMERGENCY 
 
If you [or one of your Dependents] require treatment for a Medical Emergency, either within the 
[PPO][Network] Service Area or outside the [PPO][Network] Service Area, and cannot reasonably reach 
a [Preferred][Network] Provider, benefits for such treatment received for that Medical Emergency will be 
paid subject to the [PPO][Network] [Deductible][,] [Copay] [and] [Coinsurance]. Treatment or Service 
for conditions other than that which created the Medical Emergency will be paid at the Non-
[PPO][Network] level. 
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
WELLNESS SERVICES 
 
 
Benefits Payable 
 
Benefits payable will be as described in the following section, subject to: 
 

- all listed limitations; and 
 

 - All Payment Provisions as listed on GH 410; and 
 
 - the terms and conditions of Utilization Management Program, Coordination 

With Other Benefits, [Medicare Carveout] and [Subrogation and 
Reimbursement]. 

 
[Wellness Services 
 
- Routine Physical Exam 
 
  Adult Wellness 

 
 If medical care is received from [Preferred] [Network] Providers, charges 

incurred for Routine Physical Exams will be payable as described below:  
 
 For you [or your Dependent] [19] years of age or older:  Benefits will be 

payable [in excess of the applicable Copay Amount] at the [PPO][Network] 
level [the same as for any other Physician Office or Clinic Service,] [but will 
be limited to a calendar year maximum benefit of [$300] for each insured 
person].  

 
 [No benefits will be payable if services are provided by a Non-

[PPO][Network] Provider.]   
 
 Well Child Visits 
 
 Dependents under age [19]:  If services are provided by a [PPO][Network] 

Provider, benefits will be payable [in excess of the applicable Copay Amount] 
at the [PPO][Network] level of benefits the same as for any other Physician 
Office or Clinic Service. 

 
 If services are provided by a Non-[PPO][Network] provider, benefits will be 

payable at the Non-[PPO][Network] level of benefits [ the same as for any 
other Physician Office or Clinic Service].   
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“Routine Physical Exam” means a medical examination given by a Physician for a reason 
other than to diagnose or treat a suspected or identified sickness or injury.  Included as 
part of the examination are [x-rays,] [laboratory tests], [immunizations] [and] [other 
tests] given in connection with the examination.  [Not included are charges for 
Advanced Imaging Services as described on GH 411 GG. 

 
Also not included are charges Prostate Cancer Screening, Colorectal Cancer Screening, 
Children’s Preventive Pediatric Care Services and Mammography Services.  Such 
charges are payable as described on page GH 410. 
 
- Pediatric Vaccines 
 

Covered Charges will include the cost of Pediatric Vaccines administered to a 
Dependent Child from birth through 18 years of age. 

 
"Pediatric Vaccines" mean those vaccines shown on the list established and 
periodically reviewed by the Advisory Committee on Immunization Practices as 
referenced by Section 1928 of Title 19 of the Social Security Act or such other list 
of vaccines as mandated by other Federal or State laws that are applicable to this 
Group Policy. 

 
[Benefits for Pediatric Vaccines will be payable at 100% of Covered Charges and 
no Deductible or copay will apply.]  
 
[Benefits for Pediatric Vaccines provided by a [PPO] [Network] provider, will be 
payable [at the [PPO] [Network] level of benefits] except  no Deductible or copay 
will apply.] 
 
[Benefits for Pediatric Vaccines provided by a Non-[PPO] [Network] Provider, 
will be payable at the Non-[PPO] [Network] level of benefits [the same as any 
other Physician office or Clinic Service except  no Deductible or copay will apply.] 
  
NOTE:  The benefit will be coordinated with the Children’s Preventive Pediatric 
Care Services provisions in GH 410. 

 
- [Screening ]Colonoscopies 
 

 [Covered Charges will include charges incurred for [screening] colonoscopies or 
[screening ]flexible sigmoidoscopies [as recommended by the American Cancer 
Society] [for you [or Dependents] age [50] and over].]   

 
 [Benefits will be payable the same as any other Physician Office or Clinic Service 

up to a calendar year maximum benefit of [$3,000] for each insured person.  All 
other colonoscopies or flexible sigmoidoscopies will be paid the same as any other 
covered Treatment or Service.  No benefits will be payable if the Treatment or 
Service is provided by a Non-[PPO][Network] Provider.] 

 
 [Covered Charges will include charges incurred for colonoscopies or flexible 

sigmoidoscopies as provided below: 
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[Benefits for all colonoscopies  or flexible sigmoidoscopies provided in a [PPO] 
[Network] Physician office or clinic or outpatient facility will be payable [ in 
excess of the applicable Copay Amount] [or] [Deductible Amount].] 
 
[Benefits for [diagnostic] colonoscopies or flexible sigmoidoscopies provided in a 
Non-[PPO] [Network] Physician office or clinic or outpatient facility will be 
payable the same as any other covered Treatment or Service.  [No benefits for 
screening colonoscopies or screening flexible sigmoidoscopies provided in a Non-
[PPO} [Network] Physician office or clinic or outpatient facility will be payable.]  

  
[- Mammograms] 
 
 [Covered Charges will include charges incurred for mammograms.   
 
 [Benefits will be payable [in excess of the applicable Copay Amount] the same as 

any other Physician Office or Clinic Service for each insured person.] 
 
 [Benefits for mammograms provided by a [PPO] [Network] Provider, will be 

payable in excess of the applicable Copay Amount. 
 
 [Benefits for mammograms provided by a Non-[PPO] [Network] Provider, will be 

payable at the Non-[PPO] [Network] level of benefits the same as any other 
Physician Office or Clinic Service.] 

 
[- Morbid Obesity 
 
 Covered Charges will include charges incurred for bariatric surgery or surgery to 

treat obesity if: 
 
 - You [or your Dependent] electing surgery is at least [18] years of age; and 
 
 - there is documented medical history of failure to sustain weight loss with 

medically supervised dietary and conservative treatment for at least [6 
consecutive months] so long as a portion of that [6 months] period falls 
within the [12 month] period prior to the date of surgery; and 

 
- a BMI of 40 for at least three (3) consecutive years or a BMI greater than 

35 for at least three (3) consecutive years in conjunction with at least two 
(2) of the following co-morbid conditions: hypertension, diabetes mellitus, 
restrictive lung disease, osteoarthritis, obstructive sleep apnea, 
cardiovascular disease.] 

 
Benefits will be payable the same as any other covered Treatment or Service.]    

 
[- Smoking Cessation 
 
 Covered Charges will include charges incurred for Smoking Cessation.  Benefits 

will be payable the same as any other covered Treatment or Services up to a [$350] 
maximum lifetime benefit per insured person.] 
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
REHABILITATIVE SERVICES 
 
 
Benefits Payable 
 
Benefits payable will be as described in the following section, subject to: 
 

- all listed limitations; and 
 

 - All Payment Provisions as listed on GH 410; and 
 
 - the terms and conditions of Utilization Management Program, Coordination 

With Other Benefits, [Medicare Careveout] and [Subrogation and 
Reimbursement]. 

 
Rehabilitative Services 
 
-  Outpatient, Office or Clinic Services  
 
 - Back, Neck and Spine 
 

 Covered Charges will include charges for Treatment or Service incurred for 
non-surgical treatment (including [diagnostic testing and] post-surgical 
therapy) of the vertebrae, disc, spine, back, neck and adjacent tissues in an 
outpatient, office or clinic setting. [Benefits for covered Treatment or Service 
delivered in an outpatient setting, other than Physician’s Office or Clinic will 
be subject to Deductible and coinsurance.  Benefits for covered Treatment or 
Service delivered in a Physician’s Office or Clinic will be payable the same as 
any other [Specialist] Physician’s Office or Clinic Service.]  [Benefits will not 
exceed [$1,000] each calendar year for each insured person.] [Benefits will 
be payable the same as any other [Specialist] Physician Office or Clinic 
Service [up to a maximum benefit of [$2,000] each calendar year for each 
insured person].] [Benefits will be payable subject to Deductible and 
coinsurance [as described under All Other Covered Services, GH 411 A)][ up 
to a maximum benefit of [$1,000] each calendar year for each insured 
person].]  

 
 - Occupational Therapy, Physical Therapy and Speech Therapy, excluding 

Back, Neck and Spine as described above 
 

 Covered Charges will include charges incurred for occupational therapy, 
physical therapy and speech therapy, excluding services described above for 
back, neck and spine, up to a combined maximum benefit of [$2,500 each 
calendar year] for each insured person.  Benefits will be payable the same as 
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any other [Specialist] Physician Office or Clinic Service regardless of location 
of service.     

 
- Inpatient Services 
 
 Covered Charges will include charges incurred for inpatient rehabilitative services 

in an Inpatient Rehabilitation Facility for each insured person during the Member’s 
[or Dependent’s] lifetime.  Benefits will be payable the same as any other covered 
Treatment or Service up to a maximum of [30 days per calendar year]. 

 
 “Inpatient Rehabilitation Facility” is a Hospital (or a special unit of a Hospital that 

is designated as an Inpatient Rehabilitation bed) that provides rehabilitation health 
services (including but not limited to physical therapy, occupational therapy or 
speech therapy) on an inpatient basis, as authorized by law.   

 
 
 



 
GH 411 G (R) -1- 

DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
OUTPATIENT X-RAY AND OUTPATIENT LABORATORY SERVICES 
 
 
Benefits Payable 
 
Benefits payable will be as described in the following section, subject to: 
 

- all listed limitations; and 
 

 - All Payment Provisions as listed on GH 410; and 
 
 - the terms and conditions of Utilization Management Program, Coordination With 

Other Benefits, [Medicare Carveout] and [Subrogation and Reimbursement]. 
 
 
[Outpatient X-Ray Services 
 
Payment of outpatient x-ray services will be made as follows: 
 
 - The [PPO][Network] level of benefits will be paid only to [Preferred][Network] 

Providers. 
 
 - If you [or one of your Dependents] go to a [PPO][Network] or non-[PPO][Network] 

Physician’s office or clinic and the Physician sends the x-rays to a [PPO][Network] 
facility for interpretation, the [PPO][Network] level of benefits will be paid.  [If you 
[or your Dependent] are not seen within that facility, the Physician Office or Clinic 
Service per-visit Copay, if any will not apply, but the [PPO][Network] level of 
benefits will be paid.] 

 
 - If you [or one of your Dependents] go to a [PPO][Network] or non-[PPO][Network] 

Physician’s office or clinic and the Physician sends the x-rays to a non-
[PPO][Network] facility, the level of benefits for Non-[Preferred][Network] 
Providers will apply. 

 
 - If you [or one of your Dependents] go to a [PPO][Network] freestanding x-ray 

facility, the Physician Office or Clinic Service per-visit Copay, if any will apply and 
the [PPO][Network] level of benefits will be paid.  If the x-ray facility is not a 
[Preferred][Network] Provider, the level of benefits for Non-[Preferred][Network] 
Providers will apply.]  

 
[Outpatient Laboratory Services 
 
When you [or your Dependents] require outpatient Laboratory Services, you or your Physician 
may choose any laboratory you wish.  However, if you use the services of a Laboratory Network 
provider, the benefits will be more favorable. 
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When utilizing a Laboratory Network provider, there are two ways in which laboratory work is 
completed: 
 
 - specimens are drawn at the Physician's office and are sent to  Laboratory Network 

provider  for testing; or 
 
 - the insured visits a Laboratory Network provider patient service center with a 

Physician's directive and has the specimen drawn.  The specimen is then sent to the 
centralized laboratory for testing. 

 
If you [or a Dependent] go to a [PPO][Network] or non-[PPO][Network] Physician's office or 
clinic and the Physician sends the laboratory work to a Laboratory Network provider for 
processing, We will pay [100%] of Covered Charges for the Laboratory Services[ in excess of 
the applicable Copay].]  [No Copay [or Deductible] will be applied to these services.] 
 
If you [or a Dependent] go to a [PPO][Network] or non-[PPO][Network] Physician's office or 
clinic and the Physician sends the laboratory work to a non- Laboratory Network provider, 
regular benefits will apply, including applicable Deductibles, Copays, and coinsurance. [If a 
professional component is billed by a provider not in the Laboratory Network in connection with 
laboratory testing, said professional component will be considered a Covered Charge, including 
any applicable plan Deductible and coinsurance.] 
 
If you [or a Dependent] go to a Laboratory Network provider for processing with a Physician's 
directive, We will pay [100%] of Covered Charges for the Laboratory Services[ in excess of the 
applicable Copay].]  [No [Copay or] [Deductible] will be applied to these services.]  If the 
laboratory facility is not a provider in the Laboratory Network, [regular benefits will apply, 
including any applicable Deductibles, Copays and coinsurance.] [the level of benefits for Non-
[PPO][Network] Providers will apply.] [If a professional component is billed by a provider not 
in the Laboratory Network in connection with laboratory testing, said professional component 
will be considered a Covered Charge, including any applicable plan Deductible and 
coinsurance.] 
 
If you [or a Dependent] go to a [PPO][Network] or Non-[PPO][Network] Physician's office or 
clinic and the Physician does not send the laboratory work to a Laboratory Network provider, but 
instead sends the laboratory work to a [PPO][Network] facility for processing, the 
[PPO][Network] level of benefits will be paid.  If you [or your Dependent] are not seen by that 
facility, the Physician Office or Clinic Service per-visit Copay, if any, will not apply, but the 
[PPO][Network] level of benefits will be paid. 
 
If you [or a Dependent] go to a [PPO][Network] or Non-[PPO][Network] Physician's office or 
clinic and the Physician does not send the laboratory work to a Laboratory Network provider, 
but instead sends the laboratory work to non-[PPO][Network] facility, the level of benefits for 
Non-[PPO][Network] Providers will apply. 
 
If you [or a Dependent] go to a Laboratory Network provider for processing, We will pay 
[100%] of Covered Charges for the Laboratory Services[ in excess of the applicable Copay].  If 
the laboratory facility is not a Laboratory Network provider but is a [PPO] [Network] facility, 
the Physician Office or Clinic Service per-visit Copay, if any, will apply and the [PPO] 
[Network] level of benefits will be paid.  If the facility is not a [Preferred] [Network] Provider, 
the level of benefits for Non-[Preferred][Network] Providers will apply.] 
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[Outpatient Laboratory Services 
 
Benefits payable for outpatient laboratory services will be as follows: 
 
 - The [PPO][Network] level of benefits will be paid only to [Preferred][Network] 

Providers. 
 
 - If you [or a Dependent] go to a [PPO][Network] or non-[PPO][Network] Physician’s 

office or clinic and the Physician sends the specimen to a [PPO][Network] facility 
for processing, the [PPO][Network] level of benefits will be paid.  If you [or a 
Dependent] are not seen within that facility, the Physician Office or Clinic Service 
Copay, if any, will not apply, but the [PPO][Network] level of benefits will be paid. 

 
 - If you [or a Dependent] go to a [PPO][Network] or non-[PPO][Network] Physician’s 

office or clinic and the Physician sends the specimen to a non-[PPO][Network] 
facility, the level of benefits for Non-[Preferred][Network] Providers will apply. 

 
 - If you [or a Dependent] go to a [PPO][Network] freestanding laboratory, the 

Physician Office or Clinic Copay, if any, will apply and the [PPO][Network] level of 
benefits will be paid.  If the laboratory is not a [Preferred][Network] Provider, the 
level of benefits for Non-[Preferred][Network] Providers will apply.] [If a 
professional component is billed by a provider in connection with laboratory testing, 
said professional component will be considered a Covered Charge.]] 
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
ADVANCED IMAGING SERVICES 
 
 
Benefits Payable 
 
Benefits payable will be as described in the following section, subject to: 
 

- all listed limitations; and 
 

 - All Payment Provisions as listed on GH 410; and 
 
 - the terms and conditions of Utilization Management Program, Coordination 

With Other Benefits, [Medicare Carveout] and [Subrogation and 
Reimbursement]. 

 
Payment Conditions 
 
“Advanced Imaging Services” includes all non-emergent outpatient magnetic resonance 
imaging (MRIs), magnetic resonance arteriography (MRAs), computerized axial 
tomography (CT/CTAs), positron emission tomography (PETs), single photon emission 
computerized tomography (SPECTs), or nuclear cardiology imaging, or other similar 
imaging tests and all related services (other than evaluation and management services) 
in an outpatient facility, Physician office or clinic or a freestanding advanced imaging 
facility.  
 
Benefits Payable 
 
- Benefits will be payable for the Advanced Imaging Services determined to be [a 

Covered Charge] [Medically Necessary Care].  Advanced Imaging Services will be  
payable subject to the calendar year Deductible Amount and the applicable 
coinsurance percentage; and 

 
- The general Comprehensive Medical limitations listed in GH 411 O will apply to 

Advanced Imaging Services[; and 
 
- Benefits paid for Advanced Imaging Services will be applied to the Comprehensive 

Medical Overall Lifetime Maximum Payment Limit and this maximum will be 
reduced by the benefits paid]. 

 
Pre-Authorization Requirements 
 
- [Advanced Imaging Services must be pre-authorized prior to Treatment or Service 

received from [[Preferred] [Network] Providers] [and] [[Non-
[Preferred][Network] Providers].]  [This pre-authorization is valid for [60 days].] 
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- “Prescribing Provider” is the Physician who orders and obtains the pre-

authorization for the Advanced Imaging Services.  [You should verify that the 
Prescribing Provider has pre-authorized the Advanced Imaging Services so 
benefits are not [denied][reduced].] 

 
[If Advanced Imaging Services are not pre-authorized, no benefits will be payable.] [If 
Advanced Imaging Services are not pre-authorized, benefits will be subject to the 
Utilization Management Program described in GH 407 CC.] 
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
EMERGENCY ROOM SERVICES 
 
Benefits Payable 
 
Benefits payable will be as described in the following section, subject to: 
 

- all listed limitations; and 
 

 - All Payment Provisions as listed on GH 410; and 
 
 - the terms and conditions of Utilization Management Program, Coordination With 

Other Benefits, [Medicare Carveout] and [Subrogation and Reimbursement]. 
   
[Emergency Room Services 
 
[Benefits payable for Treatment or Service received in an emergency room [for a Medical 
Emergency] will be subject to [Copays,] [Deductibles][,][ and][ coinsurance] in the following 
order:] 
 
[Benefits payable for Treatment or Service received in an emergency room for a Medical 
Emergency.  Benefits will be payable at the applicable [Copay] [Deductible] [and] 
Coinsurance] in the following order:] 
 
[Benefits payable for Treatment or Service received in an emergency room for other than a 
Medical Emergency will be payable as described below: 
 

- If medical care is received from a [Preferred] [Network] Provider, benefits will be 
payable at the [Preferred] [Network] Provider level in excess of the applicable 
[Copays] [Deductibles] [and] [coinsurance]. 

 
- If medical care is received from a Non-[Preferred] [Network] Provider, [benefits will 

be payable at the Non-[Preferred] [Network] Provider level in excess of the applicable 
[Copays] [Deductibles] [and] coinsurance]] [no benefits will be payable.] 

  
[[Copays] [Deductibles] [and] Coinsurance] will be applied in the following order:]] 
 

[- First, the emergency room Copay will be applied; and] 
 

[- [Then,] the calendar year Deductible; and] 
 

[- [Last,] the applicable coinsurance percentage will be applied.] 
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[The emergency room Copay amount, if any: 
 

- will be waived if the insured is admitted to the Hospital immediately following 
emergency room treatment; and 

 
- will not count toward satisfaction of the calendar year Deductible.] 

 
 
 



 
GH 411 I (R) -1- 

DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
HOME HEALTH CARE AND HOME INFUSION THERAPY 
 
Benefits Payable 
 
Benefits payable will be as described in the following section, subject to: 
 

- all listed limitations; and 
 

 - All Payment Provisions as listed on GH 410; and 
 
 - the terms and conditions of Utilization Management Program, Coordination With Other 

Benefits, [Medicare Carveout] and [Subrogation and Reimbursement]. 
 
 
Home Health Care 
 
 - Covered Charges 
 
  Covered Charges will include charges by a Home Health Care Agency for: 
 

- part-time or intermittent home nursing care by or under the supervision of a registered nurse 
(R.N.); and 

 
- part-time or intermittent home care by a Home Health Aide; and 

 
- physical, occupational, speech, or respiratory therapy; and 

 
- intermittent services of a registered dietician or social worker; and 

 
- drugs and medicines which require a Physician's prescription, (except as specified under 

Home Infusion Therapy Services[ or [Provider Administered] Specialty Prescription 
Drugs as described in GH 411 A]) as well as other supplies prescribed by the attending 
Physician; and 

 
- laboratory services (except as specified under Home Infusion Therapy Services). 

 



 
GH 411 I (R) -2- 

 The Home Health Care Services must be: 
 

- rendered in accordance with a prescribed Home Health Care Plan.  The Home Health Care Plan 
must be: 

 
- prescribed by the attending Physician; and 

 
- established prior to the initiation of the Home Health Care Services; and 

 
- preapproved by Us prior to the initiation of  the Home Health Care Plan, or in the event that 

services are required on a weekend, We must be notified the next following business day.  If Home 
Health Care Services are not preapproved by Us, no benefits will be payable. 

 
In addition, the attending Physician must certify that the Home Health Care Services are necessary to 
prevent, delay or shorten Hospital Inpatient Confinements or Skilled Nursing Facility confinements. 

 
[See the [Utilization Management Program in GH 407 CC] [and] [[Provider Administered] 
Specialty Prescription Drugs in GH 411 A].]  

 
 - Benefits Payable 
 

Benefits will be payable the same as for any other covered Treatment or Service up to a maximum 
of [60] Home Health Care visits] per calendar year for each insured person.  For each covered 
provider, up to four hours of continuous service will be counted as one visit.  Covered providers 
include a:  Home Health Aide, registered nurse (R.N.), licensed practical nurse (L.P.N.), registered 
dietician, social worker,  physical therapist, speech therapist, occupational therapist, respiratory 
therapist, or any other member of the Home Health Care team. 
 
[Benefits paid will be applied to the Comprehensive Medical Overall Lifetime Maximum Payment 
Limit and this maximum will be reduced by the benefits paid.] 

 
 - Limitations 
 

The general Comprehensive Medical limitations listed in GH 411 O will apply to Home Health 
Care.  In addition, Home Health Care Covered Charges will not include charges for: 

 
  - more than [60] Home Health Care visits] in a calendar year for each insured person; or 
 
  - nursing, laboratory or therapy services rendered as part of Home Infusion Therapy Services; 

or 
 

- services provided by your [or your Dependent’s] Immediate Family or any other person 
residing in the home; or 

 
- Custodial Care[; or 

 
- [Self Administered] Specialty Prescription Drugs]. 
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Home Infusion Therapy Services 
 
 - Covered Charges 
 
  Covered Charges will include charges by a Home Health Care Agency or a home infusion 

company for the following services: 
 
  - intravenous chemotherapy; 
 
  - intravenous antibiotic therapy; 
 
  - intravenous steroidal therapy; 
 
  - intravenous pain management; 
 
  - intravenous hydration therapy; 
 
  - intravenous antiretroviral and antifungal therapy; 
 
  - intravenous inotropic therapy; 
 

- total parenteral nutrition; 
 

- intravenous gamma globulin. 
 
  - intrathecal and epidural; 
 
  - blood and blood products; 
 
  - injectable antiemetics; and 
 

 - injectable diuretics.  
 
 
  The Home Infusion Therapy Services must be: 
 
  - rendered in accordance with a prescribed treatment plan.  The treatment plan must be: 
 
  - set up prior to the initiation of the Home Infusion Therapy Services; and 
 
  - prescribed by the attending Physician; and 
 
  - preapproved by Us prior to the initiation of the Home Infusion Therapy Services, or in the 

event that services are required on a weekend, We are notified the next following business 
day.  If Home Infusion Therapy Services are not preapproved by Us, no benefits will be 
payable. 

 
 In addition, the attending Physician must certify that Home Infusion Therapy Services are 

necessary to prevent, delay or shorten Hospital Inpatient Confinement or Skilled Nursing Facility 
Confinement. 
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[See the Utilization Management Program in GH 407 CC.]  
 
 Covered Charges will be limited to drugs; intravenous solutions; Durable Medical Equipment; 

pharmacy compounding and dispensing service; fees associated with drawing blood for the 
purpose of monitoring response to therapy, ancillary medical supplies; nursing services for 
intravenous restarts and dressing changes; and nursing services required due to a Medical 
Emergency. 

 
 - Benefits Payable 
 
 Benefits will be payable the same as for any other covered Treatment or Service.  Benefits payable 

will be based on Our allowable charge, which is the amount established by Us at the time services 
are preapproved.  The maximum allowable charge for drugs and medicines for Home Infusion 
Therapy Services will be established by Us at the time services are preapproved and will not 
exceed the Average Wholesale Price. 

 
 [Benefits paid will be applied to the Comprehensive Medical Overall Lifetime Maximum Payment 

Limit and this maximum will be reduced by the benefits paid.] 
 
 - Limitations 
 
 The general Comprehensive Medical limitations listed in GH 411 O will apply to Home Infusion 

Therapy Services.  In addition, Home Infusion Therapy Covered Charges will not include charges 
for: 

 
  - services or supplies which are provided under any other section of this booklet for services, 

drugs, equipment, or supplies used in Home Infusion Therapy Services, except as specifically 
provided for in this section; or 

 
  - services or supplies for any Home Infusion Therapy Services not specifically provided for in 

this section; or 
 
  - services or supplies for any nursing visits, care or services associated with Home Infusion 

Therapy Services other than those identified in this section; or 
 
  - services or supplies for other services required to administer therapy in the home setting, but 

which do not involve direct patient contact, including, but not limited to, delivery charges and 
record keeping; or 

 
- services provided by any person who is in your Immediate Family,[or any person residing in 

your Dependent's Immediate Family] or any other person residing in the home[; or 
 
- services or supplies for [Provider Administered] Specialty Prescription Drugs as described 

in GH 411 A]. 
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
PROSTHETICS 
 
 
Benefits Payable 
 
Benefits payable will be as described in the following section, subject to: 
 

- all listed limitations; and 
 

 - All Payment Provisions as listed on GH 410; and 
 
 - the terms and conditions of Utilization Management Program, Coordination With 

Other Benefits, [Medicare Carveout] and [Subrogation and Reimbursement]. 
 
Prosthetics 
 
 - Covered Charges 
 

Covered Charges will include charges for prosthetic devices (including external 
electronic voice boxes and similar hand held communications devices after 
laryngectomy) and supplies which replace all or part of: 

 
- an absent body part (including contiguous tissue) resulting from sickness, 

injury, or congenital anomalies; or 
 

- the function of a permanently inoperative or malfunctioning body part. 
 

Covered Charges will include the purchase, fitting, and necessary adjustment or 
replacement of the prosthetic device.  In addition, Covered Charges will include 
cleaning and repairs, unless damage results from negligence or abuse of the prosthetic 
device by you [or one of your Dependents]. 

 
 - Benefits Payable 
 

Benefits will be payable the same as any other covered Treatment or Service. 
[Benefits paid will be applied to the Comprehensive Medical Overall Lifetime 
Maximum Payment Limit and this maximum will be reduced by the benefits paid.] 

 
Also see GH 410  – Orthotic and Prosthetic Devices and Services. 
 

 - Limitations 
 

The general Comprehensive Medical limitations listed in GH 411 O will apply to 
prosthetic charges.  In addition, Prosthetics Covered Charges will not include 
prosthetic charges which: 

 
- are in excess of the limits and maximums described in this subsection; or 
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- are for prosthetic charges that are not prescribed by the attending Physician; or 
 
- for dental implants. 
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
SKILLED NURSING FACILITY CONFINEMENT 
 
 
Benefits Payable 
 
Benefits payable will be as described in the following section, subject to: 
 

- all listed limitations; and 
 

 - All Payment Provisions as listed on GH 410; and 
 
 - the terms and conditions of Utilization Management Program, Coordination With Other 

Benefits, [Medicare Carveout] and [Subrogation and Reimbursement]. 
 
Skilled Nursing Facility Confinement 
 
 - Covered Charges 
 

If you [or a Dependent] is confined in a Skilled Nursing Facility, Covered Charges will include any 
charges incurred for room, board, and other services required for treatment, provided: 

 
 - you [or Dependent] requires daily skilled nursing or skilled rehabilitation care on an inpatient 

basis as determined by Us; and 
 
 - the Skilled Nursing Facility confinement immediately follows a Hospital Inpatient 

Confinement for which benefits were payable under the Group Policy; and 
 
 - the Skilled Nursing Facility confinement results from the sickness or injury that was the 

cause of the Hospital Inpatient Confinement; and 
 
 - the Skilled Nursing Facility confinement begins not later 14 days  after the end of  Hospital 

Inpatient Confinement or begins not later than 14 days after the end of a prior Skilled 
Nursing Facility confinement for which benefits were payable under the Group Policy; and 

 
 - inpatient Skilled Nursing Facility confinement is certified by a Physician as necessary to treat 

a sickness or injury. 
 

The requirements for prior Hospital Inpatient Confinement will be waived if pre-approved by Us.  
If not pre-approved, and the Skilled Nursing Facility care does not follow Hospital Inpatient 
Confinement as described, no benefits will be payable. 

 
[See the Utilization Management Program in GH 407 CC.] 
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 - Benefits Payable 
 

Benefits will be payable the same as for any other Treatment or Service, not to exceed a maximum 
benefit of: 

 
 - [$800] for any one day of Skilled Nursing Facility confinement; and 
 - [60 days] for all Skilled Nursing Facility confinement that result from the same or related 

sickness or injury. 
 

The following services will not be subject to the Skilled Nursing Facility confinement maximums 
as stated above: drugs and medicines (requiring a Physician's prescription) that are not billed by the 
Skilled Nursing Facility, visits by a Doctor of Medicine (M.D.) or Doctor of Osteopathy (D.O.), 
Durable Medical Equipment, and x-ray or laboratory services. 
 
[Benefits paid will be applied to the Comprehensive Medical Overall Lifetime Maximum Payment 
Limit and this maximum will be reduced by the benefits paid.] 

 
 - Limitations 
 

The general Comprehensive Medical limitations listed in GH 412 O will apply to Skilled Nursing 
Facility confinements.  In addition, Skilled Nursing Facility Covered Charges will not include 
Skilled Nursing Facility confinement charges billed by the Skilled Nursing Facility that: 

 
- are in excess of the limits and maximums described in this subsection; or 

 
- are incurred on or after the date the attending Physician stops treatment or ceases to prescribe 

Skilled Nursing Care. 
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
 
Limitations  
 
Covered Charges will not include and no benefits will be paid for: 
 
 - Treatment or Service that is not a Covered Charge; or 
 
 - Treatment or Service that is an Experimental or Investigational Measure; or 
 
 - any part of a charge for  Treatment or Service that exceeds Prevailing Charges; or 
 
 - the services of any person who is in your Immediate Family [or any person in your Dependent's 

Immediate Family]; or 
 
 - Dental Services or materials, including dental implants, except as described under Covered 

Charges and under Anesthesia and Hospitalization Services for Dental Procedures; or 
 
 - eye refractions; vision materials including but not limited to frames or lenses;[ protective coatings 

and UV protection;] or 
 
 - hearing aids [, except as provided under Hearing Aid or Instrument as described on GH 410] [, 

except as provided under Speech or Hearing Loss or Impairment as described on GH 410]; or 
 
 [- acupressure treatment; acupuncture treatment [, except as described under Covered Charges] [and 

under Complementary Medicine]; or] 
 
 - drugs or medicines that do not require a Physician's prescription or have not been approved by the 

Food and Drug Administration for marketing; or 
 

- vitamins, minerals (except prescription potassium supplements), whether or not they require a 
Physician’s prescription; or 

 
 - nutritional supplements (even if the only source of nutrition), or special diets (whether or not they 

require a Physician's prescription) except as provided for under Inherited Metabolic Disease as 
described on GH 410; or 

 
 - wigs or hair prostheses; or 
 
 - Treatment or Service for Cosmetic Treatment and Services, or complications arising therefrom, 

unless the Cosmetic Treatment or Service results from a sickness or an accidental injury and unless 
the Cosmetic Treatment or Service  is completed within [18 months] after the date of that sickness 
or injury; or 
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 - personal hygiene, comfort, or convenience items, whether or not recommended by a Physician, 
including, but not limited to, air conditioners, humidifiers, diapers, underpads, bed tables, tub 
bench, hoyer lift, gait belts, bedpans, physical fitness equipment, stair glides, elevators,  lift, 
adaptive equipment for the purpose of aiding in the performance of Activities of Daily Living 
including, but not limited to dressing, bathing, preparation or feeding of meals ; or 

 
 - "barrier free" home modifications, whether or not recommended by a Physician, including, but not 

limited to, ramps, grab bars,  railings or standing frames; or 
 
 - non-implantable communication-assist devices, including, but not limited to, communication 

boards, and computers; or 
 
 - Treatment or Service for work-hardening programs or vocational rehabilitation services; or 
 
 - Treatment or Service leading to, in connection with, or resulting from sexual transformation or 

intersex surgery; or 
 
 - cryopreservation or storage; or 
 
 - Treatment or Service for, education or training (except as provided for under Diabetic Equipment, 

Supplies, and Diabetic Self-Management Training as described on GH 410), developmental delay, 
or learning disorders; or 

 
 - social counseling (except as provided under Hospice Care), marital counseling, or sexual disorder 

therapy; or 
 
 - Treatment or Service for which you [or your Dependent] have no financial liability or that would 

be provided at no charge or at a different charge in the absence of insurance; or 
 
 - Treatment or Service that is paid for or furnished by the United States Government or one of its 

agencies (except as required under Medicaid provisions or Federal law); or 
 
 - Treatment or Service that results from war or act of war; or  
 
 -  Treatment or Service that results from participation in criminal activities, except Treatment or 

Service received as a result of domestic abuse; or 
 
[ - Treatment or Service for and complications related to: 
 
  - human-to-human organ or bone marrow transplants, except as described under Transplant 

Services [or Covered Charges]; or 
  - animal-to-human organ or tissue transplants; or 
  - implantation within the human body of artificial or mechanical devices designed to replace 

human organs; or] 
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- behavior modification or group therapy, except as provided for under [Mental Health or Behavioral 
Treatment Services and Alcohol or Drug Abuse Treatment Services][Mental Health, Behavioral, 
Alcohol or Drug Abuse Treatment Services]; or 

 
- Treatment or Service for [smoking cessation or nicotine addiction [(except as provided under 

Complementary Medicine)]] [caffeine addiction,] gambling addiction, or stress management; or 
 

- Treatment or Service for insertion, removal, or revision of breast implants, unless provided post-
mastectomy; or 

 
- Treatment or Service for any sickness or condition for which the insertion of  breast implants,  or 

the fact of having breast implants within the body, was a contributing factor, unless the sickness or 
condition occurs post-mastectomy; or 

 
- Treatment or Service for Kerato-Refractive Eye Surgery for myopia (nearsightedness), hyperopia 

(farsightedness), or astigmatism; or 
 

- charges for telephone calls or telephone consultations or missed appointments; or 
 

- Treatment or Service covered by medical expense insurance issued under the Individual 
Purchase Rights described in this booklet; or 

 
- [Treatment or Service that results from a sickness that is covered by a Workers' Compensation 

Act or other similar law; or] 
 

[- Treatment or Service that results from an injury arising out of or in the course of any employment 
for wage or profit; or] 

 
[- Treatment or service that results: 

 
- from an injury arising out of or in the course of any employment for wage or profit if the 

Member or Dependent is eligible to be covered under a Workers' Compensation Act or other 
similar law; except that this limitation will not apply to partners, proprietors, or corporate 
officers of the employer who are not covered by a Workers' Compensation Act or other 
similar law; or] 

 
- from a sickness covered by a Workers' Compensation Act or other similar law; or] 

 
[- Treatment or Service performed for the purpose of sterilization; or] 

 
- any nursing services (except as described under Covered Charges and as required by state law); or 

 
[- Treatment or Service related to the restoration of fertility or the promotion of conception 

(including reversal of voluntary sterilization), except as provided for under Invitro Fertilization 
Procedures as described on GH 410; or] 

 
[- Treatment or Service performed for the purpose of reversal of voluntary sterilization; or] 
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[- Treatment or Service for foot care with respect to:  corns, calluses, trimming of toenails, chronic 

foot strain, treatment of tarsalgia (fallen arches), metatarsalgia (ball-of-the-foot), or bunion 
(except surgically), treatment of flat feet, treatment of subluxation (recurrent snap or 
displacement of the tendons) of the foot, shoes, shoe orthotics, shoe inserts and arch supports; 
casting for orthotics, or any appliance (including orthotics) except as provided for under Orthotic 
and Prosthetic Devices and Services as described on GH 410; or] 

 
- dietetic counseling, unless provided while you [or one of your Dependents] is  Hospital Inpatient 

Confined, or as provided under Home Health Care or Hospice Care, or Diabetic Equipment, 
Supplies, and Diabetic Self-Management Training as described on GH 410; or 

 
- Treatment or Service by any type of health care practitioner not otherwise provided for in the 

Group Policy, unless recognition is state mandated; or 
 

[- drugs or medicines, whether or not they require a Physician's prescription; or] 
 

[- Treatment or Service that is subject to the Preexisting Conditions Exclusion described in this 
booklet; or] 

 
[- Treatment or Service that results from the abortion of a pregnancy, except that benefits will be 

payable for the abortion only if: 
 
  - continuation of the pregnancy would endanger the life of the mother.  However, if medical 

treatment is required because of complications resulting from an abortion, benefits will be 
payable for such medical treatment; or 

 
  - medical treatment is required because of complications resulting from an abortion; or] 
 

[- Treatment or Service that results from pregnancy, except that benefits will be payable for 
Complications of Pregnancy.  Complications of Pregnancy is any condition that greatly affects the 
usual medical treatment of a normal pregnancy; this includes nonelective abortion and cesarean 
section.  [Benefits will be payable for elective abortion only if: 

 
  - continuation of the pregnancy would endanger the life of the mother.  However, if medical 

treatment is required because of complications resulting from an abortion, benefits will be 
payable for such medical treatment; or 

 
  - medical treatment is required because of complications resulting from an abortion; or] 
 

[- [for Dependent Daughters,] Treatment or Service that results from pregnancy or any complication 
that results from a pregnancy; or] 

 
[- Treatment or Service provided outside the United States, unless such Treatment or Service is for a 

Medical Emergency; or] 
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- Treatment or Service provided for weight loss or reduction of obesity, [except as covered under 
Wellness Services] including surgical procedures, even if the insured individual has other health 
conditions which might be helped by weight loss or reduction of obesity; or 

 
- Treatment or Service for Custodial Care; or 

 
- Treatment or Service for maintenance therapy or supportive care or when maximum therapeutic 

benefit (no further objective improvement) has been attained; or 
 

- Treatment or Service for vision therapy or orthoptic therapy; or 
 

- Treatment or Service that is paid for by a Medicare Supplement Insurance Plan; or 
 
 [- charges for e-mail communication or e-mail consultation; or] 
 

 [- charges that are billed incorrectly or separately for Treatment or Services that are an integral part of 
another billed Treatment or Service as determined by Us; or] 

 
 [- Charges for venipuncture when billed with other laboratory services; or] 

 
 [- Charges for lab specimen handling fees when billed with other laboratory services; or] 
 
 - charges for Physician overhead, including but not limited to surgical suites or rooms, or 

equipment used to perform the particular Treatment or Service (i.e. laser equipment); or  
  
 - Treatment or Services for non-synostotic plagiocephaly (positional head deformity); or 
 

  -  Additional charges incurred because care was provided after hours, on a Sunday, holidays or week-
end; or 

 
 - charges for heating pads, heating and cooling units, ice bags or cold therapy units; or 
 
 [- Treatment or Service for unattended home sleep studies; or] 
 
 [- Treatment or Service for nail fungus; or] 
 

  [- Charges for DESI (drugs determined by the Food and Drug Administration as lacking in 
substantial evidence of effectiveness); or] 

 
  -  charges for devices used specifically as safety items or to affect performance in sports-related 

activities; or 
 
 - Treatment or Service for gynecomastia (abnormal breast enlargement in males); or 
 

 - Charges for physicals, health examinations, immunizations or screening procedures which are 
performed solely for school, sports, employment, immigration physicals, insurance licensing or 
travel; or 
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 - Treatment or Service for hyperhidrosis (excessive sweating); or 
 
 - Treatment or Service for complications of a non-covered Treatment or Service; or 

 
 [- Treatment or Service incurred after termination of coverage under the Group Policy [, except as 

provided under Extended Benefits]; or] 
 
 - Charges for travel and lodging except as indicated under GH 411 C; or 

 
 [- Molecular genetic testing (specific gene identification) for the purposes of health screening or if 

not part of a treatment regimen for a specific sickness]; or 
 
 - Charges for transportation services except as described for ambulance services under All Other 

Covered Services; or 
 

 [- Treatment or Service for erectile dysfunction; or] 
 
 - Treatment or Services for standby services; or 
 
 [- Charges for more than one anesthesia provider during the same anesthesia period.  Anesthesia 

provider includes a certified nurse anesthetist or a Physician]; or 
 
  [- Alcohol or drug abuse medicines or medication management services for maintenance therapy or 

when maximum therapeutic benefit has been attained as determined by Us]; or 
 
  [- Treatment or Services for never events, except for any Treatment or Service by an unrelated 

provider that is needed as a consequence of a never event.  Never events are errors in medical care 
that are clearly identifiable, preventable and serious in their consequences for patients]; or 

 
  [- [Self Administered] Specialty Prescription Drug charges [([except] [and] charges for the 

administration of the drugs)] received other than while Hospital Inpatient Confined; or] 
 
  [-[Provider Administered] Specialty Prescription Drug charges [([except] [and] charges for the 

administration of the drugs)] received other than while Hospital Inpatient Confined; or]  
 

  [- Treatment or Service for maxillary and mandibular osteotomies; or] 
 
  [- Treatment or Service with growth hormones [for adult growth hormone deficiencies[ and]] [for 

idiopathic short stature]; or] 
 

  [ Treatment or Service for reduction mammoplasty [(except when following a mastectomy); or] 
 
  [- Drugs or medicines which are eligible for coverage under the Prescription Drugs Expense 

Insurance section of the Group Policy, including those for which benefits are not payable under 
that section of the Group Policy, for whatever reason][.] 
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
COVERED CHARGES 
 
Benefits Payable 
 
Benefits payable will be as described in the following section, subject to: 
 

- all listed limitations; and 
 

 - All Payment Provisions as listed on GH 410; and 
 
 - the terms and conditions of Utilization Management Program, Coordination With Other 

Benefits, [Medicare Carveout] and [Subrogation and Reimbursement]. 
   
Covered Charges 
 
Covered Charges will be the actual cost charged to you [or one of your Dependents] but only to the extent 
that the actual cost charged does not exceed Prevailing Charges. 
 
Covered Charges for Comprehensive Medical benefits payable will be based on four Categories of medical 
care services as described below. 
 
Payment of Covered Charges not listed shall be determined by Us based on the amount payable for a 
Covered Charge of a comparable nature. 
 
 - Hospital Services  includes: 
 

- charges by a Hospital for room and board (but not more than the Hospital Room Maximum if 
confinement is in a private room); and 

- Hospital services other than room and board; and 
- charges by a Physician for pathology, radiology, or the administration of anesthesia while 

receiving treatment at a Hospital; and 
- the services of a licensed practical nurse (L.P.N.) or a licensed registered nurse (R.N.), but 

only when such services are provided while receiving treatment curing a Hospital 
Inpatient Confinement or as otherwise required by state law; and 

- physical, occupational,  and speech therapy, but only when such services are provided 
while receiving treatment during a Hospital Inpatient Confinement; and 

- charges for blood and blood plasma when provided while the insured person is receiving 
treatment at a Hospital; and 

- Birthing Center services; and 
- Ambulatory Surgery Center services; and 
- freestanding dialysis center services; and 
- Inpatient Rehabilitative Services as described in GH 411 F (HDHP). 
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- Physician Hospital Services includes charges for the services of a Physician (including surgery 
and Physician Visits), while receiving treatment at a Hospital (on an inpatient or outpatient 
basis). [This includes a professional component that is billed by a pathologist in connection 
with the laboratory testing.] 

 
- Physician Office or Clinic Services includes: 

 
- charges for Treatment or Service furnished at the Physician's clinic or office.  Such 

services include charges for Physician Visits, [dressings] [supplies,] [equipment,] 
[injections], [take-home drugs], [blood], [blood plasma], [x-ray and] laboratory 
examinations] [(this includes a professional component that is billed by a pathologist in 
connection with the laboratory testing)], [radium], [radioactive isotope therapy], [removal 
of impacted teeth,] [and routine physical examinations.  Routine physical examinations 
Advanced Imaging Services as described in GH 411 GG (HDHP); and 

- the services of a Health Care Extender; and 
- physical, occupational, and speech therapy as described in GH 411 F (HDHP); and 
[- the services of a Physician or licensed acupuncturist for acupuncture treatment, up to a 

maximum benefit of [$500 each calendar year] for each insured person; and 
[- Complementary Medicine as described in GH 411 N (HDHP)]; and 

   [- telephone calls or telephone consultations]; and]  
   [- e-mail communications or e-mail consultation by a Physician with an established patient, 

up to a maximum benefit of [$35 per consultation.]  E-mail consultations involving 
prescription refills, scheduling of appointments or any communication not used for the 
evaluation of a clinical condition will not be considered a Covered Charge.]     

 
 - All Other Covered Services includes: 
 

[- drugs and medicines requiring a Physician's prescription and approved by the Food and Drug 
Administration for marketing as described below; and] 

- charges for ambulance service provided by a Hospital or a licensed service to and from a 
local Hospital (or to and from the nearest Hospital equipped to furnish needed treatment 
not available in a local Hospital) or to and from a Hospital when needed to transition to a 
more cost effective level of care as determined by The Principal; [not to exceed a 
maximum benefit of [$5,000 each calendar year] for you [or any one of your 
Dependents]]; and 

- surgical dressings, supplies, covered orthotics, casts, splints, braces and crutches and 
equipment not considered to be Durable Medical Equipment as described in GH 411 J 
(HDHP); and 

- oxygen, nebulizers and related charges; and 
- Skilled Nursing Facility Care as described in GH 411 M (HDHP) and 
- Hospice Care as described in GH 411 L (HDHP); and 
- Home Health Care as described in GH 411 I (HDHP); and 
- Home Infusion Therapy Services as described in GH 411 I (HDHP); and 
- Durable Medical Equipment as described in GH 411 J (HDHP); and 
- Prosthetics as described in GH 411 K (HDHP); and 
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- the services of a licensed practical nurse (L.P.N.) or a licensed registered nurse (R.N.), but 
only when such services are provided as part of Home Health Care, Home Infusion 
Therapy Services, or Hospice Care, or as required by state law; and 

[- cornea or skin transplants; and] 
- anesthesia; and 
- Advanced Imaging Services as described in GH 411 GG (HDHP); and 
- Dental Services to repair damage to the jaw and sound natural teeth, if the damage is the 

direct result of an accident (but did not result from chewing) and if the Dental Services are 
completed within twelve months after the accident.  Covered Charges are limited to the 
least expensive procedure that would provide professionally acceptable results; and 

[- Dental Services for the Treatment or Service of Amelioblastoma (benign, non-
encapsulated, locally aggressive tumor of odontogenic epithelium), Giant Cell Granuloma 
(benign but aggressive lesion of the jaw) or Odontogenic Keratocyst (aggressive and 
rapid growing cyst that will invade tissue and bone) tumors]; and 

[- Outpatient, clinic or office-based surgery]; and 
[- Outpatient non-surgical back, neck and spine as described in GH 411 F (HDHP); and] 
- Specialty Prescription Drugs as described below.  

 
[Prescription Drugs [(other than Specialty Prescription Drugs provided below)] 
 
 Payment Conditions 
 

Benefit payment under this section will be limited to not more than a [90-day] supply for each 
prescription and each refill.  
 

 Utilization Review 
 

For certain drugs and classes of drugs designated by Us, We reserve the right to: 
 
 - require prior authorization for dispensing; and 
- limit quantities whose cost will be deemed to be Covered Charges; and  
- require the dispensing of certain drugs prior to another drug within a given class, as established 

by Us; 
 

A prescription will not be refilled if there is a previously dispensed quantity for the same prescription 
or refill (for the same insured person]) and the previously dispensed quantity of the drug or medicine 
was for: 

 
- less than a 15-day supply and the dispensing date for the current prescription is more than four 

days before a previously dispensed supply would be exhausted; or 
 
- more than a 14-day supply and the dispensing date for the current prescription is more than ten 

days before the previously dispensed supply would be exhausted; or 
 
 - more than a 14-day supply and the dispensing date for the current prescription is earlier than the 

date on which approximately [75%] of the previously dispensed quantity would be expected to 
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last if the previously dispensed quantity was consumed based on the dosage instructions 
provided by the Physician. 

 
Exhaustion of the previously dispensed supply is determined based on when the last dose of the 
medicine or drug would have been consumed if the previously dispensed supply was consumed by 
the prescription date.] 

 
Covered Charges for Specialty Prescription Drugs  
 
Specialty Prescription Drugs are drugs and medicines, as determined by Us, that are typically expensive, 
biotechnology drugs used to treat certain chronic conditions.  A complete list of Specialty Prescription 
Drugs is available on-line at the Principal Life Insurance Company website www.principal.com.  Drugs 
not on the list are not considered Specialty Prescription Drugs.   
 
Covered Charges will include charges incurred for Provider Administered Specialty Prescription Drugs 
and Self Administered Specialty Prescription Drugs 
 
“Specialty Pharmacy” means a pharmacy designated by [Us] to dispense Specialty Prescription Drugs. 
 
“Member Pharmacy” means any retail pharmacy which has contracted with [Us] [the designated 
pharmacy benefit manager] to dispense Prescription Drugs for which benefits are provided under the 
Group Policy. 
 
“Non-Member Pharmacy” means any retail pharmacy which has not contracted with [Us] [the designated 
pharmacy benefit manager] to become a Member Pharmacy.  
 
- Payment Conditions  
 

Benefit payment under this section will be limited to not more than a [90-day] supply for each 
Specialty Prescription Drug or each refill. 

 
- Provider Administered Specialty Prescription Drugs 
 

Provider Administered Specialty Prescription Drugs can be dispensed by a provider, Specialty 
Pharmacy or Member Pharmacy (as determined by Us) or at a Non-Member Pharmacy.   
 
[For Provider Administered Specialty Prescription Drugs, prior authorization may be required.]  [If 
Provider Administered Specialty Prescription Drugs are not [pre-authorized] [or] [determined not to 
be [a Covered Charge] [Medically Necessary Care]], [no benefits will be payable] [benefits [will] 
[may] be subject to the Utilization Management Program in GH 407 CC.]  
 

- Self Administered Specialty Prescription Drugs  
 

Self Administered Specialty Prescription Drugs must be dispensed by Specialty Pharmacy.   
 

[For Self Administered Specialty Prescription Drugs, prior authorization may be required.]  [If Self 
Administered Specialty Prescription Drugs are not [pre-authorized] [or] [determined not to be [a 
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Covered Charge] [Medically Necessary Care] [or] [filled at other than a Specialty Pharmacy][,] [no 
benefits will be payable].]  See the Utilization Management Program in GH 407 CC].]]   

 
Covered Charges for Multiple Surgical Procedures 
 
If you [or your Dependent] undergo two or more procedures during the same anesthesia period, Covered 
Charges for the services of the Physician, facility, or other covered provider for each procedure that is 
clearly identified and defined as a separate procedure will be based on: 
 
[[for [PPO][Network] providers:] 
 
[- [100% of Prevailing Charges for the first or primary procedure or a different amount provided the 

amount has been agreed to in Writing by Us and the [PPO][Network] provider;] [and] 
 
[- [50% of Prevailing Charges for the second procedure or a different amount provided the amount has 

been agreed to in Writing by Us and the [PPO][Network] provider]; [and] 
 
- [25% of Prevailing Charges for each of the other procedures or a different amount provided the 

amount has been agreed to in Writing by Us and the [PPO][Network] Provider.]] 
 
[[for Non-[PPO][Network] providers:] 
 
[- [100% of Prevailing Charges for the first or primary procedure or a different amount provided the 

amount has been agreed to in Writing by Us and the Non-[PPO][Network] provider; [and] 
 
-. [50% of Prevailing Charges for the second procedure or a different amount provided the amount has 

been agreed to in Writing by Us and the Non-[PPO][Network] Provider; [and] 
 
[- [25% of Prevailing Charges for each of the other procedures or a different amount provided the 

amount has been agreed to in Writing by Us and the Non-[PPO][Network] Provider.]] 
 
Covered Charges for Multiple [Advanced Imaging Services] [and] [Certain Diagnostic Testing] 
 
If you [your or Dependent] undergo two or more procedures during a single patient session, Covered 
Charges for the services of a [Physician][,] facility or other covered provider for each procedure will be 
based on: 
 
[[for [PPO][Network] providers:]  
 
- [100% of Prevailing Charges for the first or primary procedure or a different amount provided the 

amount has been agreed to in Writing by Us and the [PPO][Network] Provider]; and 
 
- [75% of Prevailing Charges for the second procedure or a different amount provided the amount has 

been agreed to in Writing by Us and the [PPO][Network] Provider]; and 
 



 

 
GH 411 A (HDHP) (R) -6- 

- [75% of Prevailing Charges for each of the other procedures or a different amount provided the 
amount has been agreed to in Writing by Us and the [PPO][Network] Provider].]  

 
[This does not apply to services received while Hospital Inpatient Confined.] 
 
[[for Non-[PPO][Network] providers:]  
 
- [100% of Prevailing Charges for the first or primary procedure or a different amount provided the 

amount has been agreed to in Writing by Us and the Non-[PPO][Network] Provider]; and 
 
- [75% of Prevailing Charges for the second procedure or a different amount provided the amount has 

been agreed to in Writing by Us and the Non-[PPO][Network] Provider]; and 
 
- [75% of Prevailing Charges for each of the other procedures or a different amount provided the 

amount has been agreed to in Writing by Us and the Non-[PPO][Network] Provider].]  
 
[This does not apply to services received while Hospital Inpatient Confined.] 
 
Covered Charges for an Assistant during Surgical Procedures 
 
Benefits will be payable for the services of an assistant to a surgeon if the skill level of a Medical Doctor or 
Doctor of Osteopathy would be required to assist the primary surgeon.  Covered Charges for such services 
will be paid up to [20%] of the Prevailing Charge of the covered surgical procedure if the procedure is 
performed by a Physician or Health Care Extender [or a different amount provided the amount has been 
agreed to in Writing by Us and the [PPO][Network] provider] [for [PPO][Network] providers]] [20%] of 
the Prevailing Charge of the covered surgical procedure if the procedure is performed by a Physician or 
Health Care Extender [or a different amount provided the amount has been agreed to in Writing by Us and 
the Non-[PPO][Network] provider] [for non-[PPO][Network] providers]].  [Covered Charges for a non-
Doctor of Medicine, non-Doctor of Osteopathy or a non-Doctor of Podiatry surgical assistant will be paid 
up to [15%] of the Prevailing Charge.] 
 
In addition, the multiple surgical procedures percentiles, as described above will be applied.  
 
[Covered Charges for Clinical Trials 
 
Benefits will be payable for Clinical Trials provided: 
 
- You [or your Dependent] have a life threatening disease or illness and have exhausted all other 

forms of treatment; and 
 
- You [or your Dependent] are a participant in the Clinical Trial. 
 
Covered Charges will include: 
 
- routine care costs for items or services that are typically provided absent a Clinical Trial; and 
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- services and supplies required solely for the provisions of the Experimental or Investigational 
Measures. 

 
No benefits will be paid for: 
 
- charges for the Experimental or Investigational Measures; and  
 
- costs associated with data collection and record keeping; and 
 
- services that are required by the Clinical Trial protocol but are not used in the direct clinical 

management of you [or your Dependent]. ] 
 
[Covered Charges Carried Forward 
 
To determine Deductible satisfaction, Treatment or Service received by you [or by a Dependent] during the 
last three months of a calendar year may be counted as if received in either: 
 
 - the calendar year in which actually received; or 
 
 - the next following calendar year; 
 
whichever would result in greater benefit payment.] 
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
[MENTAL HEALTH OR BEHAVIORAL TREATMENT SERVICES AND ALCOHOL OR 
DRUG ABUSE TREATMENT SERVICES][MENTAL HEALTH, BEHAVIORAL, 
ALCOHOL OR DRUG ABUSE TREATMENT SERVICES] 
 
Benefits Payable 
 
Benefits payable will be as described in this section, subject to: 
 

- all listed limitations; and 
 
- all Payment Provisions described in GH 410; and 

 
- the terms and conditions of Utilization Management Program, Coordination With Other 

Benefits, [Medicare Carveout] and [Subrogation and Reimbursement]. 
 
 
[Benefits Payable - Mental Health or Behavioral Treatment Services and Alcohol or Drug 
Abuse Treatment Services 
 
The following benefits will be payable for Mental Health or Behavioral Treatment Services and 
Alcohol or Drug Abuse Treatment Services.  These benefits will be payable instead of any other 
benefits described in this booklet, except as otherwise indicated in this section. In the event you [or 
one of your Dependents] receive Treatment or Services for more than one condition during the same 
period of time, benefits will be payable based on the primary focus of the Treatment or Service, as 
determined by Us. 
 
 - Mental Health or Behavioral Treatment Services 
 

- Inpatient Hospital Services 
 

If  you [or one of your Dependents] are Hospital Inpatient Confined in a 
Psychiatric Hospital, a psychiatric unit of a general Hospital, a licensed outpatient 
psychiatric center, or a Community Mental Health Center, benefits will be payable 
for charges for room, board, and other usual services provided during such 
confinement, and for Physician Visits provided during such confinement. 

 
Benefits will be payable as described below. 

 
(2) Partial Hospitalization or Day Treatment Services 

 
If you [or one of your  Dependents] receives Partial Hospitalization or Day 
Treatment Services, benefits will be payable for such services as described below. 

 
"Partial Hospitalization Facility or Day Treatment Facility" means a Hospital, a 
Psychiatric Hospital, a licensed outpatient psychiatric center, a Community Mental 
Health Center, or freestanding facility that is licensed by the proper authority of the 
state in which it is located to provide Partial Hospitalization or Day Treatment 
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Services. 
 

"Partial Hospitalization or Day Treatment Services" mean a structured program 
under the supervision of a Physician, which provides diagnostic and therapeutic 
Mental Health or Behavioral Treatment Services in a Partial Hospitalization 
Facility or Day Treatment Facility for not less than four and not more than 12 
consecutive hours in a 24-hour period. 

 
- Outpatient Services 

 
If you [or one of your Dependents] receives any Outpatient Services by a Physician 
or Health Care Extender, Hospital, Psychiatric Hospital, outpatient psychiatric 
center, or Community Mental Health Center, benefits will be payable as described  
below. 

 
"Outpatient Services" mean Mental Health or Behavioral Treatment Services, 
including Physician Visits, which are provided other than while Hospital Inpatient 
Confined or receiving Partial Hospitalization or Day Treatment Services. 

 
Covered Charges for Outpatient Services are limited to the following services: 

 
- crisis intervention or stabilization; 
- psychological testing; 
- individual psychotherapy; 
- family therapy, if the patient is present;; 
- group therapy; 
- electroconvulsive therapy; 
- psychiatric medication management; 
[- biofeedback;] 
- behavior modification treatment; 
[- hypnotherapy;] 
- narcosynthesis. 

 
- Physician Visits 

 
If you [or one of your Dependents] receives any Mental Health or Behavioral 
Treatment Services by a Physician or Health Care Extender, benefits will be 
payable as follows: 

 
- While Hospital Inpatient Confined:  Benefits will be payable for Physician 

Visits when provided while the person is Hospital Inpatient Confined, only if 
they occur during the period for which inpatient Hospital benefits are 
payable.  Benefits will be payable as described below. 

 
- While Receiving Partial Hospitalization or Day Treatment Services:  

Benefits will be payable for Physician Visits when provided while the person 
is receiving Partial Hospitalization or Day Treatment Services, only if they 
occur during the period for which Partial Hospitalization or Day Treatment 
Services benefits are payable.  Benefits will be payable as described below. 
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- All Other Physician Visits:  Benefits for Physician Visits provided other 

than while Hospital Inpatient Confined or while receiving Partial 
Hospitalization or Day Treatment Services are Outpatient Services and will 
be payable as described below.  Covered services will be those listed under 
Outpatient Services above. 

 
- Benefits Payable 

 
- Inpatient Hospital Services:  Benefits will be payable at [80%] of Covered 

Charges and will be subject to the same Deductible that applies to any other 
Inpatient Hospital Confinement, as well as the calendar year maximum 
benefit described below. 

 
- Partial Hospitalization or Day Treatment Services:  Benefits will be 

payable at [80%] of Covered Charges and will be subject to the calendar year 
Deductible, as well as the calendar year maximum benefit described below. 

 
- Outpatient Services:  Benefits will be payable at [80%] of Covered Charges 

and will be subject to the same Deductible that applies to any other 
outpatient services, as well as the calendar year maximum benefit described 
below. 

 
- Physician Visits:  Benefits will be payable at [80%] of Covered Charges and 

will be subject to the calendar year Deductible, as well as the calendar year 
maximum benefit described below. 

 
The [80%] coinsurance rate described above applies whether or not you [or your 
Dependents] has satisfied the Out-of-Pocket Expense limit described in GH 104 B 
(HDHP). 

 
- Calendar Year Maximum 

 
The maximum benefit payable for any combination of Covered Charges described 
above will be limited to a maximum benefit of [$7,500] each calendar year for each 
insured person. 

 
 - Alcohol or Drug Abuse Treatment Services 
 

- Inpatient Hospital Services 
 

If you [or one of your Dependents] are Hospital Inpatient confined in an Inpatient 
Alcohol or Drug Abuse Treatment Facility or an alcohol/drug unit of a general 
Hospital, benefits will be payable for charges for room, board, and other usual 
services provided during such confinement, and for Physician Visits provided 
during such confinement. 

 
Benefits will be payable as described below. 
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- Partial Hospitalization or Day Treatment Services 

 
If you [or one of your Dependents] receives Partial Hospitalization or Day 
Treatment Services, benefits will be payable for such services as described below. 

 
"Partial Hospitalization Facility or Day Treatment Facility" means a Hospital or 
freestanding facility that is licensed by the proper authority of the state in which it 
is located to provide Partial Hospitalization or Day Treatment Services. 

 
"Partial Hospitalization or Day Treatment Services" mean a structured program 
under the supervision of a Physician, which provided diagnostic and therapeutic 
Alcohol or Drug Abuse Treatment Services in a Partial Hospitalization Facility or 
Day Treatment Facility for not less than four and not more than 12 consecutive 
hours in a 24-hour period. 

 
- Outpatient Services 

 
If you [or one of your Dependents] receives any Outpatient Services by a Physician 
or Health Care Extender, Hospital, or Outpatient Alcohol or Drug Abuse 
Treatment Facility, benefits will be payable as described below. 

 
"Outpatient Services" mean Alcohol or Drug Abuse Treatment Services, including 
Physician Visits, which are provided other than while Hospital Inpatient Confined 
or receiving Partial Hospitalization or Day Treatment Services. 

 
Covered Charges for Outpatient Services are limited to the following services: 

 
- individual therapy; 
- family therapy, if the patient is present; 
- group therapy; 
- alcohol or drug abuse medication management except as described in GH 

411 O (HDHP); 
[- biofeedback;] 
- behavior modification treatment; 
- alcohol or drug abuse rehabilitation or counseling services. 

 
- Physician Visits 

 
If you [or one of your Dependents] receives any Alcohol or Drug Abuse Treatment 
Services by a Physician or Health Care Extender, benefits will be payable as 
follows: 

 
- While Hospital Inpatient Confined:  Benefits will be payable for Physician 

Visits when provided while the person in Hospital Inpatient Confined, only if 
they occur during the period for which inpatient Hospital benefits are 
payable.  Benefits will be payable as described below. 

 
- While Receiving Partial Hospitalization or Day Treatment Services:  

Benefits will be payable for Physician Visits when provided while the person 
is receiving Partial Hospitalization or Day Treatment Services, only if they 



 
GH 411 B (HDHP) AR-2 -5- 

occur during the period for which Partial Hospitalization or Day Treatment 
Services benefits are payable.  Benefits will be payable as described below. 

 
- All Other Physician Visits:  Benefits for Physician Visits provided other 

than while Hospital Inpatient Confined or while receiving Partial 
Hospitalization or Day Treatment Services will be considered Outpatient 
Services and will be payable as described below.  Covered services will be 
those listed under Outpatient Services above. 

 
- Benefits Payable 

 
- Inpatient Hospital Services:  Benefits will be payable the same as for any 

other covered Treatment or Service and will be subject to the same 
Deductible that applies to any other Inpatient Hospital Confinement, as well 
as the Maximum Benefits described below. 

 
- Partial Hospitalization or Day Treatment Services:  Benefits will be 

payable the same as for any other covered Treatment or Service and will be 
subject to the calendar year Deductible, as well as the Maximum Benefits 
described below. 

 
- Outpatient Services:  Benefits will be payable the same as for any other 

covered Treatment or Service and will be subject to the same Deductible that 
applies to any other outpatient services, as well as the Maximum Benefits 
described below. 

 
- Physician Visits:  Benefits will be payable the same as for any other covered 

Treatment or Service and will be subject to the calendar year Deductible, as 
well as the Maximum Benefits described below. 

 
- Maximum Benefits 

 
For each insured person, the maximum benefit payable for any combination of 
Covered Charges described  above will be limited to: 

 
- [$6,000] during any period of [two] consecutive calendar years[; and 

 
- [$12,000] during the insured person's lifetime]. 

 
 - Provisions Applicable to Mental Health or Behavioral Treatment Services and 

Alcohol or Drug Abuse Treatment Services 
 

For the purpose of the benefits described in this section: 
 

- No benefits will be payable for any charges incurred in excess of the limits and 
maximums described in this section.  The general Comprehensive Medical 
limitations, as described in GH 411 O (HDHP), will apply to Mental Health or 
Behavioral Treatment Services and Alcohol or Drug Abuse Treatment Services.  In 
addition, Mental Health or Behavioral Treatment Services and Alcohol or Drug 
Abuse Treatment Services will not include and no benefits will be paid for: 
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- recreational therapy, art therapy, music therapy, dance therapy, or wilderness 
therapy; or 

 
- psychoanalysis and aversion therapy; or 

 
- residential mental health or behavioral Treatment or Service; or 

 
- after-care treatment programs for alcohol or drug abuse. 

 
[- Benefits payable for Mental Health or Behavioral Treatment Services and Alcohol 

or Drug Abuse Treatment Services will be applied to the Comprehensive Medical 
Overall Lifetime Maximum Payment Limit, and this maximum will be reduced by 
the benefits paid.] 

 
- Covered Charges incurred for outpatient laboratory services and for outpatient 

drugs and medicines requiring a Physician’s prescription are payable the same as 
for any other covered Treatment or Service, and are not subject to the limits 
described above. 

 
[- Charges for Outpatient Services or Partial Hospitalization or Day Treatment 

Services that are in excess of those approved by The Principal for Outpatient 
Services or for Partial Hospitalization or Day Treatment Services will not be 
considered Covered Charges.] 

 
[- Benefits payable for Outpatient Services and Partial Hospitalization or Day 

Treatment Services will be subject to the Utilization Management Program 
described in GH 407 CC.]] 

 
- [Benefits payable for Outpatient Services and for Partial Hospitalization or Drug 

Treatment Services must be pre-authorized prior to Treatment or Service received 
for [both [Preferred] [Network] Providers and] Non-[Preferred] [Network] 
Providers.]  [Benefits will be payable only for Outpatient Services and for Partial 
Hospitalization or Drug Treatment Services determined to be [a Covered Charge] 
[Medically Necessary Care].]  

 
- [If Treatment or Service for Outpatient Services and for Partial Hospitalization or 

Drug Treatment Services is not pre-authorized, no benefits will be payable.] [If 
Treatment or Services for Outpatient Services and for Partial Hospitalization or 
Drug Treatment Services is not pre-authorized, benefits will be subject to the 
Utilization Management Program described in GH 407 CC).] 

 
[Benefits payable for medical care received from either a [Preferred][Network] Provider or a Non-
[Preferred][Network] Provider will be combined and applied toward the limits and maximums 
described.]] 
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[Benefits Payable - Mental Health, Behavioral, Alcohol or Drug Abuse Treatment Services 
 
The following benefits will be payable for Mental Health, Behavioral, Alcohol or Drug Abuse 
Treatment Services.  In the event you [or one of your Dependents] receive Treatment or Services for 
more than one condition during the same period of time, benefits will be payable based on the 
primary focus of the Treatment or Service, as determined by Us. 
 

- Inpatient Hospital Services 
 

If a Member [or Dependent] is Hospital Inpatient Confined in a Psychiatric Hospital, an 
Inpatient Alcohol or Drug Abuse Treatment Facility, a psychiatric or alcohol/drug unit of 
a general Hospital, a licensed outpatient psychiatric center, or a Community Mental 
Health Center, benefits will be payable for charges for room, board, and other usual 
services provided during such confinement, and for Physician Visits provided during 
such confinement.  Benefits are payable the same as for any other Hospital Inpatient 
Confinement. 

 
- Outpatient Services 

 
If you [or one of your Dependents] receive any Outpatient Services by a Physician or 
Health Care Extender, Hospital, Psychiatric Hospital, outpatient psychiatric center, 
Community Mental Health Center, or Outpatient Alcohol or Drug Abuse Treatment 
Facility, benefits will be payable the same as for any other outpatient services. 

 
"Outpatient Services" mean Mental Health, Behavioral, Alcohol or Drug Abuse 
Treatment Services, including Physician Visits, which are provided other than while 
Hospital Inpatient Confined. 

 
Covered Charges for Outpatient Services are limited to the following services: 

 
  - Partial Hospitalization or Day Treatment Services; 

- crisis intervention or stabilization; 
- psychological testing; 
- individual psychotherapy; 
- family therapy, if the patient is present; 
- group therapy; 
- electroconvulsive therapy; 
- psychiatric, alcohol or drug abuse medication management, except as described in 

GH 411 O (HDHP); 
[- biofeedback;] 
- behavior modification treatment; 
- alcohol or drug abuse rehabilitation or counseling services; 
[- hypnotherapy;] 
- narcosynthesis. 

 
For the purpose of these Outpatient Services benefits, "Partial Hospitalization or Day 
Treatment Services” mean a structured program under the supervision of a Physician, 
which provides diagnostic and therapeutic Mental Health, Behavioral, Alcohol or Drug 
Abuse Treatment Services in a Partial Hospitalization Facility or Day Treatment Facility 
for not less than four and not more than 12 consecutive hours in a 24-hour period. 
"Partial Hospitalization Facility or Day Treatment Facility” means a Hospital or 
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freestanding facility that is licensed by the proper authority of the state in which it is 
located to provide Partial Hospitalization or Day Treatment Services. 

 
- Physician Visits 

 
If you [or one of your Dependents] receive any Mental Health, Behavioral, Alcohol or 
Drug Abuse Treatment Services by a Physician or Health Care Extender, benefits will be 
payable the same as for any other Physician Visit. 

 
- Benefits Payable 

 
Benefits for Mental Health, Behavioral, Alcohol or Drug Abuse Treatment Services are 
payable the same as for any other covered Treatment or Service. 

 
[Benefits paid will be applied toward the Comprehensive Medical Overall Lifetime 
Maximum Payment Limit and this maximum will be reduced by the benefits paid.] 

 
[Charges incurred for Outpatient Services that are in excess of those approved by Us for 
Outpatient Services will not be considered Covered Charges.] 

 
[Benefits payable for Outpatient Services will be subject to the Utilization Management 
Program described on GH 407 CC.] 
 
[Benefits payable for Outpatient Services must be pre-authorized prior to Treatment or 
Service received for [both [Preferred] [Network] Providers and] Non-[Preferred] 
[Network] Providers.]  [Benefits will be payable only for Outpatient Services determined 
to be [a Covered Charge] [Medically Necessary Care].]  
 
[If Treatment or Service for Outpatient Services is not pre-authorized, no benefits will be 
payable.] [If Treatment or Services for Outpatient Services is not pre-authorized, 
benefits will be subject to the Utilization Management Program described in GH 407 
CC).] 

 
- Limitations 

 
The general Comprehensive Medical limitations, as described in GH 411 O (HDHP), 
will apply to Mental Health, Behavioral, Alcohol or Drug Abuse Treatment Services.  In 
addition Mental Health, Behavioral, Alcohol or Drug Abuse Treatment Services will not 
include and no benefits will be paid for: 

 
- recreational therapy, art therapy, music therapy, dance therapy, or wilderness 

therapy; or 
- psychoanalysis and aversion therapy; or 
- residential mental health or behavioral Treatment or Service; or 
- after-care treatment programs for alcohol or drug abuse.] 

 
[Benefits payable for medical care received from either a [Preferred][Network] Provider or a Non-
[Preferred][Network] Provider will be combined and applied toward the limits and maximums 
described.]] 
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
TRANSPLANT SERVICES 
 
 
Benefits Payable 
 
Benefits payable will be as described in this section, subject to: 
 

- all listed limitations; and 
 
- all Payment Provisions described in GH 410; and 

 
- the terms and conditions of Utilization Management Program, Coordination With 

Other Benefits, [Medicare Carveout] and [Subrogation and Reimbursement]. 
 
[Benefits Payable - Transplant Services 
 
"Transplant Services" means Covered Charges incurred in connection with the covered 
transplants including but not limited to those listed below that are [for Medically Necessary 
Care] [a Covered Charge and not considered to be an Experimental or Investigational Measure.  
Covered transplants include the following human-to-human organ or bone marrow transplant 
procedures (including charges for organ or tissue procurement.).   

 
[- Heart; 
- Heart/lung (simultaneous); 
- Lung; 
- Kidney; 
- Kidney-Pancreas; 
- Pancreas; 
- Small Bowel; 
- Cornea; 
- Skin; 
- Bone marrow transplant or peripheral stem cell infusion when a positive response to 

standard medical treatment or chemotherapy has been documented.  
 
Benefits for these Transplant Services will be payable the same as for any other covered 
Treatment or Service[ subject to the calendar year [Deductible][and][Coinsurance].] 
 
Limitations 
 
The general Comprehensive Medical limitations as described in GH 411 O (HDHP) will apply to 
Transplant Services.  In addition, limitations specific to Home Health Care, Home Infusion 
Therapy Services, Durable Medical Equipment, Skilled Nursing Facility, and Hospice provisions 
will apply to Transplant Services if those benefits are used in connection with a covered 
transplant. 
 
For each transplant episode Covered Charges will include: 
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- Transplant evaluations from no more than two transplant providers; and 
- No more than one listing with the United Network of Organ Sharing (UNOS). 
 
If the transplant is not a covered transplant under the Group Policy, all charges related to the 
transplant and all related complications will be excluded from payment under the Group Policy, 
including, but not limited to, dose-intensive chemotherapy. 
 
[Benefits paid for Transplant Services will be applied to the Comprehensive Medical Overall 
Lifetime Maximum Payment Limit, and the maximum will be reduced by the benefits paid.]] 
 
[See the Utilization Management Program in GH 407 CC.] 
 
 
[Benefits Payable - Transplant Services 
 
"Transplant Services" means Covered Charges incurred in connection with the covered 
transplants including but not limited to those listed below that are [for Medically Necessary 
Care] [a Covered Charge] and not considered to be an Experimental or Investigational Measure.  
The following benefits will be payable for Treatment or Service for Transplant Services.  These 
benefits will be payable instead of any other benefits described in the Group Policy, except as 
otherwise provided in this section. 
 
Covered Transplants 
 
 The following human-to-human organ or bone marrow transplant procedures will be 

considered Covered Charges, subject to all limitations and maximums described in this 
section, for a patient who is covered under the Group Policy. 

 
[- Heart; 
- Heart/lung (simultaneous); 
- Lung; 
- Liver; 
- Kidney; 
- Kidney-pancreas; 
- Pancreas; 
- Small bowel; 
- Bone marrow transplant or peripheral stem cell infusion when a positive response to 

standard medical treatment or chemotherapy has been documented. ] 
 

Cornea and skin transplants are not covered transplants for the purpose of this section.  
Instead, cornea and skin transplants are covered under the normal provisions of this 
Comprehensive Medical section, and are not subject to any conditions set forth in this 
Section. 
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Covered Charges 

 
For the purpose of this section, Transplant Services Covered Charges will include all 
services listed in the general Comprehensive Medical Covered Charges section, including, 
but not limited to, services by a Home Health Care Agency, Skilled Nursing Facility, 
Hospice, and services for Home Infusion Therapy Services and Durable Medical 
Equipment. 
 
Covered Charges will also include charges incurred by the organ donor for a covered 
transplant if the charges are not covered by any other medical expense coverage. 

 
- Benefits Payable:  Within the Transplant Network 
 

For Transplant Services provided by a provider in the Transplant Network, benefits payable 
for Treatment or Service received each calendar year will be paid at the [PPO][Network] 
level of benefits[, subject to the calendar year [Deductible] [and] [Coinsurance].] 
 
If transplant related services are provided by a provider in the Transplant Network, travel 
and lodging expenses for the patient and the patient's Immediate Family will be covered if 
the treating facility is greater than [100] miles one way from the patient's home (excluding 
travel or lodging provided by a family member or friend).  This would include ambulance 
expenses that would otherwise be excluded under the Comprehensive Medical ambulance 
benefit, if such expenses are incurred solely to meet timing requirements imposed by the 
transplant.  Benefits payable cannot be used to satisfy any [Deductible] [or] [coinsurance] 
amount under the ambulance benefit in the normal provisions of the Comprehensive 
Medical section. 
 
Travel and lodging benefits will be payable at [100%], up to a lifetime maximum benefit of 
[$5,000] for each transplant recipient. 
 
All travel and lodging benefits must be approved in advance by The Principal. 
 

- Benefits Payable:  Outside the Transplant Network 
 

For Transplant Services provided by any covered provider other than a Transplant Network 
provider, benefits will be payable the same as any other covered Treatment or Service, 
[subject to the calendar year Deductible] [and the applicable coinsurance rate] up to the 
following maximum benefit for each transplant episode for each surgery listed below[, and 
up to a transplant lifetime maximum benefit of [$500,000] for each insured Member [or 
Dependent]]: 

 
- Liver     [$ 30,000] 
- Kidney    [$ 30,000] 
- Heart     [$ 30,000] 
- Lung     [$ 30,000] 
- Heart/Lung (simultaneous)  [$ 30,000] 
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- Bone Marrow 
- Autologous  [$ 30,000] 
- Allogeneic   [$ 30,000] 

- Kidney-Pancreas (simultaneous)  [$ 30,000] 
- Kidney    [$ 30,000] 
- Pancreas    [$ 30,000] 
- Small bowel   [$ 30,000] 

 
Services subject to the transplant episode [and transplant lifetime maximums] will include 
Covered Charges as specified in this section, including, but not limited to:  evaluation; pre-
transplant, transplant, and post-transplant care (not including outpatient 
immunosuppressant drugs); organ donor search, procurement and retrieval; complications 
related to the procedure and follow-up care for services received during the 12-month 
period from the date of transplant.  Services by a Home Health Care Agency or Skilled 
Nursing Facility and services for Home Infusion Therapy Service and Durable Medical 
Equipment will reduce those provisions maximums. 

 
No benefits will be payable for travel and lodging expenses if services are provided outside 
the Transplant Network. 

 
- Limitations:  Applicable Within and Outside the Transplant Network 
 

The general Comprehensive Medical limitations as described in GH 411 O (HDHP) will 
apply to Transplant Services.  In addition, limitations specific to Home Health Care, Home 
Infusion Therapy Services, Durable Medical Equipment, Skilled Nursing Facility, and 
Hospice provisions will apply to Transplant Services if those benefits are used in 
connection with a covered transplant. 
 
For each transplant episode Covered Charges will include: 
 
- Transplant evaluations from no more than two transplant providers; and 
- No more than one listing with the United Network of Organ Sharing (UNOS). 
 
If the transplant is not a covered transplant under the Group Policy, all charges related to 
the transplant and all related complications will be excluded from payment under the Group 
Policy, including, but not limited to, dose-intensive chemotherapy. 
 
[Benefits paid for Transplant Services will be applied to the Comprehensive Medical 
Overall Lifetime Maximum Payment Limit, and the maximum will be reduced by the 
benefits paid.]] 

 
[See the Utilization Management Program in GH 407 CC.] 
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
MEDICAL EMERGENCY 
 
Benefits Payable 
 
Benefits payable will be as described in the following section, subject to: 
 

- all listed limitations; and 
 

 - All Payment Provisions as listed on GH 410; and 
 
 - the terms and conditions of Utilization Management Program, Coordination With Other 

Benefits, [Medicare Carveout] and [Subrogation and Reimbursement]. 
 
 
[Total benefits payable for each person during his or her lifetime will not be more than the Comprehensive 
Medical Overall Lifetime Maximum Payment Limit.] 
 
 
MEDICAL EMERGENCY 
 
If you [or one of your Dependents] require treatment for a Medical Emergency, either within the 
[PPO][Network] Service Area or outside the [PPO][Network] Service Area, and cannot reasonably reach 
a [Preferred][Network] Provider, benefits for such treatment received for that Medical Emergency will be 
paid subject to the [PPO][Network] [Deductible] [and] [Coinsurance]. Treatment or Service for 
conditions other than that which created the Medical Emergency will be paid at the Non-[PPO][Network] 
level. 
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
WELLNESS SERVICES 
 
Benefits Payable 
 
Benefits payable will be as described in the following section, subject to: 
 

- all listed limitations; and 
 

 - All Payment Provisions as listed on GH 410; and 
 
 - the terms and conditions of Utilization Management Program, Coordination 

With Other Benefits, [Medicare Carveout] and [Subrogation and 
Reimbursement]. 

 
[Wellness Services 
 
- Routine Physical Exams  
 
 - Adult Wellness 
 

- If medical care is received from [Preferred] [Network] Providers, charges 
incurred for Routine Physical Exams will be payable as described below: 

 
- For persons [19] years of age or older:  Benefits will be payable at 100% of 

Covered Charges [in excess of the applicable Deductible amount,] [up to 
[$500] per visit.  [Additional benefits, if any, beyond the [$500] visit limit 
will be subject to the calendar year [Deductible Amount] [ and] [coinsurance 
percentage.][and will be limited to the adult wellness services calendar year 
maximum benefit of [$300] for each insured person.]   

 
 No benefits will be payable if services are provided by a Non-

[PPO][Network] Provider. 
 
- Well Child Visits 
  
- Persons under age [19]:  If services are provided by a [PPO][Network] 

Provider, benefits will be payable at [100%] of Covered Charges [in excess of 
the applicable Deductible amount]. 

 
 If services are provided by a Non-[PPO][Network] Provider, benefits will be 

payable the same as any other Non-[PPO][Network] Physician Office Visit.   
 
"Routine Physical Exam" means a medical examination given by a Physician for a reason 
other than to diagnose or treat a suspected or identified sickness or injury.  Included as a 
part of the examination are[ x-rays, ][laboratory tests] [immunizations] [and] [other 
tests] given in connection with the examination.  [Not included are charges for Advanced 
Imaging Services as describe in GH 411 GG (HDHP).] 
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Also not included are charges for Prostate Cancer Screening, Colorectal Cancer 
Screening, Children’s Preventive Pediatric Care Services and Mammography Services.  .  
Such charges are payable as described on page GH 410. 
 
- Screening Colonoscopies 
  

[If medical care is received from a [PPO][Network] Provider, Covered Charges 
will include charges incurred for outpatient, clinic or office-based screening flexible 
sigmoidoscopy or screening colonoscopy [as recommended by the American 
Cancer Society [for you [or Dependents] age [50] and over].]   
 
[Benefits will be payable at 100% of Covered Charges [in excess of the applicable 
Deductible Amount] [and will be limited to the same adult wellness services 
[[$500] per visit maximum] as described under Adult Wellness above for each 
insured person]. ]   
 
No benefits will be payable if services are provided by a Non-[PPO][Network] 
Provider.] 
 
In the event that a [PPO][Network] Provider is unavailable to administer the 
screening, examination, or treatment of colorectal cancer, and the Member [or 
Dependent] is referred to a Non-[PPO][Network] Provider, there will be no 
additional cost to the individual beyond what he or she would otherwise have paid 
to a [PPO][Network] Provider. 
 

- Pediatric Vaccines 
 

Covered Charges will include the cost of Pediatric Vaccines administered to a 
Dependent Child from birth through 18 years of age. 
 
"Pediatric Vaccines" mean those vaccines shown on the list established and 
periodically reviewed by the Advisory Committee on Immunization Practices as 
referenced by Section 1928 of Title 19 of the Social Security Act or such other list 
of vaccines as mandated by other Federal or State laws that are applicable to this 
Group Policy. 
 
 If services are provided by a [PPO][Network] Provider, benefits will be payable at 
100% of Covered Charges except  no Deductible will apply.] 
 
If services are provide by a Non-[PPO][Network] Provider, benefits will be 
payable the same as for any other Non-[PPO][Network] Physician Visit except no 
Deductible will apply.  
 
NOTE:  The benefit will be coordinated with the Children’s Preventive Pediatric 
Care Services in GH 410.   
 

- Mammograms 
 
 [Covered Charges will include charges for outpatient, clinic or office-based 

mammogram.  If services are provided by a [PPO][Network] provider, benefits for 



 

 
GH 411 E (HDHP) (R) - 3 - 

outpatient, clinic or office-based screening mammograms will be payable the same 
as the Adult Wellness Benefit [[$500] per visit maximum] [in excess of the 
Deductible Amount] as described above.] [All other mammograms will be payable 
the same as any other covered Treatment or Service.]     
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
REHABILITATIVE SERVICES 
 
 
Benefits Payable 
 
Benefits payable will be as described in the following section, subject to: 
 

- all listed limitations; and 
 

 - All Payment Provisions as listed on GH 410; and 
 
 - the terms and conditions of Utilization Management Program, Coordination 

With Other Benefits, [Medicare Careveout] and [Subrogation and 
Reimbursement]. 

 
Rehabilitative Services 
 
-  Outpatient, Office or Clinic Services  
 
 - Back, Neck and Spine 
 

 Covered Charges will include charges for Treatment or Service incurred for 
non-surgical treatment (including [diagnostic testing and] post-surgical 
therapy) of the vertebrae, disc, spine, back, neck and adjacent tissues in an 
outpatient, office or clinic setting. [Benefits for covered Treatment or Service 
delivered in an outpatient setting, other than Physician’s Office or Clinic will 
be subject to Deductible and coinsurance.  Benefits for covered Treatment or 
Service delivered in a Physician’s Office or Clinic will be payable the same as 
any other [Specialist] Physician’s Office or Clinic Service.]  [Benefits will not 
exceed [$1,000] each calendar year for each insured person.] [Benefits will 
be payable the same as any other [Specialist] Physician Office or Clinic 
Service [up to a maximum benefit of [$2,000] each calendar year for each 
insured person].] [Benefits will be payable subject to Deductible and 
coinsurance [as described under All Other Covered Services, GH 411 A)][ up 
to a maximum benefit of [$1,000] each calendar year for each insured 
person].]  

 
 - Occupational Therapy, Physical Therapy and Speech Therapy, excluding 

Back, Neck and Spine as described above 
 

 Covered Charges will include charges incurred for occupational therapy, 
physical therapy and speech therapy, excluding services described above for 
back, neck and spine, up to a combined maximum benefit of [$2,500 each 
calendar year] for each insured person.  Benefits will be payable the same as 
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any other [Specialist] Physician Office or Clinic Service regardless of location 
of service.     

 
- Inpatient Services 
 
 Covered Charges will include charges incurred for inpatient rehabilitative services 

in an Inpatient Rehabilitation Facility for each insured person during the Member’s 
[or Dependent’s] lifetime.  Benefits will be payable the same as any other covered 
Treatment or Service up to a maximum of [30 days per calendar year]. 

 
 “Inpatient Rehabilitation Facility” is a Hospital (or a special unit of a Hospital that 

is designated as an Inpatient Rehabilitation bed) that provides rehabilitation health 
services (including but not limited to physical therapy, occupational therapy or 
speech therapy) on an inpatient basis, as authorized by law.   
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
OUTPATIENT X-RAY AND OUTPATIENT LABORATORY SERVICES 
 
 
Benefits Payable 
 
Benefits payable will be as described in the following section, subject to: 
 

- all listed limitations; and 
 

 - All Payment Provisions as listed on GH 410; and 
 
 - the terms and conditions of Utilization Management Program, Coordination With 

Other Benefits, [Medicare Carveout] and [Subrogation and Reimbursement]. 
 
[Outpatient X-Ray Services 
 
Payment of outpatient x-ray services will be made as follows: 
 

- The [PPO][Network] level of benefits will be paid only to [Preferred][Network] 
Providers. 

 
- If you [or one of your Dependents] go to a [PPO][Network] or non-[PPO][Network] 

Physician’s office or clinic and the Physician sends the x-rays to a [PPO][Network] 
facility for interpretation, the [PPO][Network] level of benefits will be paid.  [If you 
[or your Dependent] are not seen within that facility, the [PPO][Network] level of 
benefits will be paid subject to the applicable calendar year Deductible.] 

 
- If you [or one of your Dependents] go to a [PPO][Network] or non-[PPO][Network] 

Physician’s office or clinic and the Physician sends the x-rays to a non-
[PPO][Network] facility, the level of benefits for Non-[Preferred][Network] 
Providers will apply. 

 
- If you [or one of your Dependents] go to a [PPO][Network] freestanding x-ray 

facility, the [PPO][Network] level of benefits will be paid subject to the applicable 
calendar year Deductible.   If the x-ray facility is not a [Preferred][Network] 
Provider, the level of benefits for Non-[Preferred][Network] Providers will apply.]  

 
[Outpatient Laboratory Services 
 
When you [or your Dependents] require outpatient Laboratory Services, you or your Physician 
may choose any laboratory you wish.  However, if you use the services of a Laboratory Network 
provider, the benefits will be more favorable. 
 
When utilizing a Laboratory Network provider, there are two ways in which laboratory work is 
completed: 
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- Specimens are drawn at the Physician's office and are sent to Laboratory Network 
provider for testing; or 

 
- The insured visits a Laboratory Network provider patient service center with a 

Physician's directive and has the specimen drawn.  The specimen is then sent to the 
centralized laboratory for testing. 

 
If you [or a Dependent] go to a [PPO][Network] or non-[PPO][Network] Physician's office or 
clinic and the Physician sends the laboratory work to a Laboratory Network provider for 
processing, We will pay [100%] of Covered Charges  [in excess of the applicable Deductible 
amount] for the Laboratory Services.  [No Deductible will be applied to these services.] 
 
If you [or a Dependent] go to a [PPO][Network] or non-[PPO][Network] Physician's office or 
clinic and the Physician sends the laboratory work to a non-Laboratory Network provider for 
processing, regular benefits will apply, including applicable Deductibles and coinsurance. [If a 
professional component is billed by a provider not in the Laboratory Network in connection with 
laboratory testing, said professional component will be considered a Covered Charge, including 
any applicable plan Deductible and coinsurance.] 
 
If you [or a Dependent] go to a Laboratory Network provider for processing, with a Physician's 
directive, We will pay [100%] of Covered Charges [in excess of the applicable Deductible 
Amount] for the Laboratory Services. [No Deductible will be applied to these services.]  If the 
laboratory facility is not a Laboratory Network provider, the level of benefits for Non-
[PPO][Network] Providers will apply.] [If a professional component is billed by a provider not 
in the Laboratory Network in connection with laboratory testing, said professional component 
will be considered a Covered Charge, including any applicable plan Deductible and 
coinsurance.] 
 
If you [or a Dependent] go to a [PPO][Network] or Non-[PPO][Network] Physician's office or 
clinic and the Physician does not send the laboratory work to a Laboratory Network provider, but 
instead sends the laboratory work to a [PPO][Network] facility for processing, the 
[PPO][Network] level of benefits will be paid.  If you [or your Dependent] are not seen by that 
facility, the [PPO][Network] level of benefits will be paid. 
 
If you [or a Dependent] go to a [PPO][Network] or Non-[PPO][Network] Physician's office or 
clinic and the Physician does not send the laboratory work to  a Laboratory Network provider, 
but instead sends the laboratory work to non-[PPO][Network] facility, the level of benefits for 
Non-[PPO][Network] Providers will apply. 
 
If you [or a Dependent] go to a Laboratory Network provider, We will pay [100%] of Covered 
Charges [in excess of the applicable Deductible Amount] for the Laboratory Services.  If the 
laboratory facility is not a Laboratory Network provider, but is a [PPO][Network] facility, the 
[PPO][Network] level of benefits will be paid.  If the facility is not a [Preferred][Network] 
Provider, the level of benefits for Non-[Preferred][Network] Providers will apply.] 
 
[Outpatient Laboratory Services 
 
Benefits payable for outpatient laboratory services will be as follows: 
 

- The [PPO][Network] level of benefits will be paid only to [Preferred][Network] 
Providers. 
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- If you [or a Dependent] go to a [PPO][Network] or non-[PPO][Network] Physician’s 
office or clinic and the Physician sends the specimen to a [PPO][Network] facility 
for processing, the [PPO][Network] level of benefits will be paid.  If you [or a 
Dependent] are not seen within that facility, the [PPO][Network] level of benefits 
will be paid subject to the applicable calendar year Deductible.   

 
- If you [or a Dependent] go to a [PPO][Network] or non-[PPO][Network] Physician’s 

office or clinic and the Physician sends the specimen to a non-[PPO][Network] 
facility, the level of benefits for Non-[Preferred][Network] Providers will apply. 

 
- If you [or a Dependent] go to a [PPO][Network] freestanding laboratory, the 

[PPO][Network] level of benefits will be paid subject to the applicable calendar year 
Deductible.  If the laboratory is not a [Preferred][Network] Provider, the level of 
benefits for Non-[Preferred][Network] Providers will apply.] [If a professional 
component is billed by a provider in connection with laboratory testing, said 
professional component will be considered a Covered Charge.]] 
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
ADVANCED IMAGING SERVICES 
 
 
Benefits Payable 
 
Benefits payable will be as described in the following section, subject to: 
 

- all listed limitations; and 
 

 - All Payment Provisions as listed on GH 410; and 
 
 - the terms and conditions of Utilization Management Program, Coordination 

With Other Benefits, [Medicare Carveout] and [Subrogation and 
Reimbursement]. 

 
Payment Conditions 
 
“Advanced Imaging Services” includes all non-emergent outpatient magnetic resonance 
imaging (MRIs), magnetic resonance arteriography (MRAs), computerized axial 
tomography (CT/CTAs), positron emission tomography (PETs), single photon emission 
computerized tomography (SPECTs), or nuclear cardiology imaging, or other similar 
imaging tests and all related services (other than evaluation and management services) 
in an outpatient facility, Physician office or clinic or a freestanding advanced imaging 
facility.  
 
Benefits Payable 
 
- Benefits will be payable for the Advanced Imaging Services determined to be [a 

Covered Charge] [Medically Necessary Care].  Advanced Imaging Services will be 
payable subject to the calendar year Deductible Amount and the applicable 
coinsurance percentage; and 

 
- The general Comprehensive Medical limitations listed in GH 411 O (HDHP) will 

apply to Advanced Imaging Services[; and 
 
- Benefits paid for Advanced Imaging Services will be applied to the Comprehensive 

Medical Overall Lifetime Maximum Payment Limit and this maximum will be 
reduced by the benefits paid]. 

 
Pre-Authorization Requirements 
 
- [Advanced Imaging Services must be pre-authorized prior to Treatment or Service 

received from [[Preferred] [Network] Providers] [and] [[Non-
[Preferred][Network] Providers].]  [This pre-authorization is valid for [60 days].] 
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- “Prescribing Provider” is the Physician who orders and obtains the pre-

authorization for the Advanced Imaging Services.  [You should verify that the 
Prescribing Provider has pre-authorized the Advanced Imaging Services so 
benefits are not [denied][reduced].] 

 
[If Advanced Imaging Services are not pre-authorized, no benefits will be payable.] [If 
Advanced Imaging Services are not pre-authorized, benefits will be subject to the 
Utilization Management Program described in GH 407 CC.] 
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
EMERGENCY ROOM SERVICES 
 
Benefits Payable 
 
Benefits payable will be as described in the following section, subject to: 
 

- all listed limitations; and 
 

 - All Payment Provisions as listed on GH 410; and 
 
 - the terms and conditions of Utilization Management Program, Coordination With 

Other Benefits, [Medicare Carveout] and [Subrogation and Reimbursement]. 
   
[Emergency Room Services 
 
Benefits payable for Treatment or Service received in an emergency room will be subject to 
[Deductibles][,] [and] [coinsurance] in the following order: 
 

[- [First,] the calendar year Deductible; and] 
 

[- [Then,] the applicable coinsurance percentage will be applied.] 
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
HOME HEALTH CARE AND HOME INFUSION THERAPY 
 
Benefits Payable 
 
Benefits payable will be as described in the following section, subject to: 
 

- all listed limitations; and 
 

 - All Payment Provisions as listed on GH 410; and 
 
 - the terms and conditions of Utilization Management Program, Coordination With Other 

Benefits, [Medicare Carveout] and [Subrogation and Reimbursement]. 
 
 
Home Health Care 
 
 - Covered Charges 
 
  Covered Charges will include charges by a Home Health Care Agency for: 
 

- part-time or intermittent home nursing care by or under the supervision of a registered nurse 
(R.N.); and 

 
- part-time or intermittent home care by a Home Health Aide; and 

 
- physical, occupational, speech, or respiratory therapy; and 

 
- intermittent services of a registered dietician or social worker; and 

 
- drugs and medicines which require a Physician's prescription, (except as specified under 

Home Infusion Therapy Services[ or [Provider Administered] Specialty Prescription 
Drugs as described in GH 411 A (HDHP)]) as well as other supplies prescribed by the 
attending Physician; and 

 
- laboratory services (except as specified under Home Infusion Therapy Services). 

 
 The Home Health Care Services must be: 
 

- rendered in accordance with a prescribed Home Health Care Plan.  The Home Health Care Plan 
must be: 

 
- prescribed by the attending Physician; and 

 
- established prior to the initiation of the Home Health Care Services; and 
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- preapproved by Us prior to the initiation of  the Home Health Care Plan, or in the event that 

services are required on a weekend, We must be notified the next following business day.  If Home 
Health Care Services are not preapproved by Us, no benefits will be payable. 

 
In addition, the attending Physician must certify that the Home Health Care Services are necessary to 
prevent, delay or shorten Hospital Inpatient Confinements or Skilled Nursing Facility confinements. 

 
[See the [Utilization Management Program in GH 407 CC] [and] [[Provider Administered] 
Specialty Prescription Drugs in GH 411 A (HDHP)].]  

 
 - Benefits Payable 
 

Benefits will be payable the same as for any other covered Treatment or Service up to a maximum 
of [60] Home Health Care visits per calendar year for each insured person.  For each covered 
provider, up to four hours of continuous service will be counted as one visit.  Covered providers 
include a: Home Health Aide, registered nurse (R.N.), licensed practical nurse (L.P.N.), registered 
dietician, social worker, physical therapist, speech therapist, occupational therapist, respiratory 
therapist, or any other member of the Home Health Care team. 
 
[Benefits paid will be applied to the Comprehensive Medical Overall Lifetime Maximum Payment 
Limit and this maximum will be reduced by the benefits paid.] 

 
 - Limitations 
 

The general Comprehensive Medical limitations listed in GH 411 O (HDHP) will apply to Home 
Health Care.  In addition, Home Health Care Covered Charges will not include charges for: 

 
  - more than [60] Home Health Care visits-in a calendar year for each insured person; or 
 
  - nursing, laboratory or therapy services rendered as part of Home Infusion Therapy Services; 

or 
 

- services provided by your [or your Dependent’s] Immediate Family or any other person 
residing in the home; or 

 
- Custodial Care. 

 
Home Infusion Therapy Services 
 
 - Covered Charges 
 
  Covered Charges will include charges by a Home Health Care Agency or a home infusion 

company for the following services: 
 
  - intravenous chemotherapy; 
 
  - intravenous antibiotic therapy; 
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  - intravenous steroidal therapy; 
 
  - intravenous pain management; 
 
  - intravenous hydration therapy; 
 
  - intravenous antiretroviral and antifungal therapy; 
 
  - intravenous inotropic therapy; 
 

- total parenteral nutrition; 
 

- intravenous gamma globulin. 
 
  - intrathecal and epidural; 
 
  - blood and blood products; 
 
  - injectable antiemetics; and 
 
  - injectable diuretics. 
 

 
 The Home Infusion Therapy Services must be: 
 
  - rendered in accordance with a prescribed treatment plan.  The treatment plan must be: 
 

- set up prior to the initiation of the Home Infusion Therapy Services; and 
 

- prescribed by the attending Physician; and 
 
  - preapproved by Us prior to the initiation of the Home Infusion Therapy Services, or in the 

event that services are required on a weekend, We are notified the next following business 
day.  If Home Infusion Therapy Services are not preapproved by Us, no benefits will be 
payable. 

 
 In addition, the attending Physician must certify that Home Infusion Therapy Services are 

necessary to prevent, delay or shorten Hospital Inpatient Confinement or Skilled Nursing Facility 
Confinement. 
 
[See the [Utilization Management Program in GH 407 CC.]  

 
 Covered Charges will be limited to drugs; intravenous solutions; Durable Medical Equipment; 

pharmacy compounding and dispensing service; fees associated with drawing blood for the 
purpose of monitoring response to therapy, ancillary medical supplies; nursing services for 
intravenous restarts and dressing changes; and nursing services required due to a Medical 
Emergency. 
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 - Benefits Payable 
 
 Benefits will be payable the same as for any other covered Treatment or Service.  Benefits payable 

will be based on Our allowable charge, which is the amount established by Us at the time services 
are preapproved.  The maximum allowable charge for drugs and medicines for Home Infusion 
Therapy Services will be established by Us at the time services are preapproved and will not 
exceed the Average Wholesale Price. 

 
 [Benefits paid will be applied to the Comprehensive Medical Overall Lifetime Maximum Payment 

Limit and this maximum will be reduced by the benefits paid.] 
 
 - Limitations 
 
 The general Comprehensive Medical limitations listed in GH 411 O (HDHP) will apply to Home 

Infusion Therapy Services.  In addition, Home Infusion Therapy Covered Charges will not include 
charges for: 

 
  - services or supplies which are provided under any other section of this booklet for services, 

drugs, equipment, or supplies used in Home Infusion Therapy Services, except as specifically 
provided for in this section; or 

 
  - services or supplies for any Home Infusion Therapy Services not specifically provided for in 

this section; or 
 
  - services or supplies for any nursing visits, care or services associated with Home Infusion 

Therapy Services other than those identified in this section; or 
 
  - services or supplies for other services required to administer therapy in the home setting, but 

which do not involve direct patient contact, including, but not limited to, delivery charges and 
record keeping; or 

 
- services provided by any person who is in your Immediate Family,[or any person residing in 

your Dependent's Immediate Family] or any other person residing in the home. 
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
PROSTHETICS 
 
 
Benefits Payable 
 
Benefits payable will be as described in the following section, subject to: 
 

- all listed limitations; and 
 

 - All Payment Provisions as listed on GH 410; and 
 
 - the terms and conditions of Utilization Management Program, Coordination With 

Other Benefits, [Medicare Carveout] and [Subrogation and Reimbursement]. 
 
Prosthetics 
 
 - Covered Charges 
 

Covered Charges will include charges for prosthetic devices (including external 
electronic voice boxes and similar hand held communications devices after 
laryngectomy) and supplies which replace all or part of: 

 
- an absent body part (including contiguous tissue) resulting from sickness, 

injury, or congenital anomalies; or 
 

- the function of a permanently inoperative or malfunctioning body part. 
 

Covered Charges will include the purchase, fitting, and necessary adjustment or 
replacement of the prosthetic device.  In addition, Covered Charges will include 
cleaning and repairs, unless damage results from negligence or abuse of the prosthetic 
device by you [or one of your Dependents]. 

 
 - Benefits Payable 
 

Benefits will be payable as described in GH 410 – Orthotic and Prosthetic Devices 
and Services.  [Benefits paid will be applied to the Comprehensive Medical Overall 
Lifetime Maximum Payment Limit and this maximum will be reduced by the benefits 
paid.] 

 
 - Limitations 
 

The general Comprehensive Medical limitations listed in GH 411 O (HDHP) will 
apply to prosthetic charges.  In addition, Prosthetics Covered Charges will not include 
prosthetic charges which: 

 
- are in excess of the limits and maximums described in this subsection; or 
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- are for prosthetic charges that are not prescribed by the attending Physician; or 
 
- for dental implants. 
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
SKILLED NURSING FACILITY CONFINEMENT 
 
Benefits Payable 
 
Benefits payable will be as described in the following section, subject to: 
 

- all listed limitations; and 
 

 - All Payment Provisions as listed on GH 410; and 
 
 - the terms and conditions of Utilization Management Program, Coordination With Other 

Benefits, [Medicare Carveout] and [Subrogation and Reimbursement]. 
   
Skilled Nursing Facility Confinement 
 
 - Covered Charges 
 

If you [or a Dependent] is confined in a Skilled Nursing Facility, Covered Charges will include any 
charges incurred for room, board, and other services required for treatment, provided: 

 
 - you [or Dependent] requires daily skilled nursing or skilled rehabilitation care on an inpatient 

basis as determined by Us; and 
 
 - the Skilled Nursing Facility confinement immediately follows a Hospital Inpatient 

Confinement for which benefits were payable under the Group Policy; and 
 
 - the Skilled Nursing Facility confinement results from the sickness or injury that was the cause 

of the Hospital Inpatient Confinement; and 
 
 - the Skilled Nursing Facility confinement begins not later 14 days  after the end of  Hospital 

Inpatient Confinement or begins not later than 14 days after the end of a prior Skilled Nursing 
Facility confinement for which benefits were payable under the Group Policy; and 

 
 - inpatient Skilled Nursing Facility confinement is certified by a Physician as necessary to treat 

a sickness or injury. 
 

The requirements for prior Hospital Inpatient Confinement will be waived if pre-approved by Us.  
If not pre-approved, and the Skilled Nursing Facility care does not follow Hospital Inpatient 
Confinement as described, no benefits will be payable. 

 
[See the Utilization Management Program in GH 407 CC.] 
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 - Benefits Payable 
 

Benefits will be payable the same as for any other Treatment or Service, not to exceed a maximum 
benefit of: 

 
 - [$800] for any one day of Skilled Nursing Facility confinement; and 
 - [60 days] for all Skilled Nursing Facility confinement that result from the same or related 

sickness or injury. 
 

The following services will not be subject to the Skilled Nursing Facility confinement maximums 
as stated above: drugs and medicines (requiring a Physician's prescription) that are not billed by the 
Skilled Nursing Facility, visits by a Doctor of Medicine (M.D.) or Doctor of Osteopathy (D.O.), 
Durable Medical Equipment, and x-ray or laboratory services. 

 
[Benefits paid will be applied to the Comprehensive Medical Overall Lifetime Maximum Payment 
Limit and this maximum will be reduced by the benefits paid.] 

 
 - Limitations 
 

The general Comprehensive Medical limitations listed in GH 411 O (HDHP) will apply to Skilled 
Nursing Facility confinements.  In addition, Skilled Nursing Facility Covered Charges will not 
include  Skilled Nursing Facility confinement charges billed by the Skilled Nursing Facility that: 

 
- are in excess of the limits and maximums described in this section; or 

 
- are incurred on or after the date the attending Physician stops treatment or ceases to prescribe 

Skilled Nursing Care. 
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
 
Limitations  
 
Covered Charges will not include and no benefits will be paid for: 
 
 - Treatment or Service that is not a Covered Charge; or 
 
 - Treatment or Service that is an Experimental or Investigational Measure; or 
 
 - any part of a charge for  Treatment or Service that exceeds Prevailing Charges; or 
 
 - the services of any person who is in your Immediate Family [or any person in your Dependent's 

Immediate Family]; or 
 
 - Dental Services or materials, including dental implants, except as described under Covered 

Charges and under Anesthesia and Hospitalization Services for Dental Procedures; or 
 
 - eye refractions; vision materials including but not limited to frames or lenses;[ protective coatings 

and UV protection;] or 
 
 - hearing aids [, except as provided under Hearing Aid or Instrument as described on GH 410]; or 
 
 [- acupressure treatment; acupuncture treatment [, except as described under Covered Charges] [and 

under Complementary Medicine]; or] 
 
 - drugs or medicines that do not require a Physician's prescription or have not been approved by the 

Food and Drug Administration for marketing; or 
 

- vitamins, minerals (except prescription potassium supplements), whether or not they require a 
Physician’s prescription; or 

 
 - nutritional supplements (even if the only source of nutrition), or special diets (whether or not they 

require a Physician's prescription) except as provided for under Inherited Metabolic Disease as 
described on GH 410; or 

 
 - wigs or hair prostheses; or 
 
 - Treatment or Service for Cosmetic Treatment and Services, or complications arising therefrom, 

unless the Cosmetic Treatment or Service results from a sickness or an accidental injury and unless 
the Cosmetic Treatment or Service  is completed within [18 months] after the date of that sickness 
or injury; or 
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 - personal hygiene, comfort, or convenience items, whether or not recommended by a Physician, 
including, but not limited to, air conditioners, humidifiers, diapers, underpads, bed tables, tub 
bench, hoyer lift, gait belts, bedpans,  physical fitness equipment, stair glides, elevators,  lift, 
adaptive equipment for the purpose of aiding in the performance of Activities of Daily Living 
including, but not limited to dressing, bathing, preparation or feeding of meals ; or 

 
 - "barrier free" home modifications, whether or not recommended by a Physician, including, but not 

limited to, ramps, grab bars,  railings or standing frames; or 
 
 - non-implantable communication-assist devices, including, but not limited to, communication 

boards, and computers; or 
 
 - Treatment or Service for work-hardening programs or vocational rehabilitation services; or 
 
 - Treatment or Service leading to, in connection with, or resulting from sexual transformation or 

intersex surgery; or 
 
 - cryopreservation or storage; or 
 
 - Treatment or Service for, education or training (except as provided for under Diabetic Equipment, 

Supplies, and Diabetic Self-Management Training as described on GH 410), developmental delay, 
or learning disorders; or 

 
 - social counseling (except as provided under Hospice Care), marital counseling, or sexual disorder 

therapy; or 
 
 - Treatment or Service for which you [or your Dependent] have no financial liability or that would 

be provided at no charge or at a different charge in the absence of insurance; or 
 
 - Treatment or Service that is paid for or furnished by the United States Government or one of its 

agencies (except as required under Medicaid provisions or Federal law); or 
 
 - Treatment or Service that results from war or act of war; or  
 
 -  Treatment or Service that results from participation in criminal activities, except Treatment or 

Service received as a result of domestic abuse; or 
 
[ - Treatment or Service for and complications related to: 
 
  - human-to-human organ or bone marrow transplants, except as described under Transplant 

Services [or Covered Charges]; or 
  - animal-to-human organ or tissue transplants; or 
  - implantation within the human body of artificial or mechanical devices designed to replace 

human organs; or] 
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- behavior modification or group therapy, except as provided for under [Mental Health or Behavioral 
Treatment Services and Alcohol or Drug Abuse Treatment Services][Mental Health, Behavioral, 
Alcohol or Drug Abuse Treatment Services]; or 

 
- Treatment or Service for [smoking cessation or nicotine addiction [(except as provided under 

Complementary Medicine)]], [caffeine addiction,] gambling addiction, or stress management; or 
 

- Treatment or Service for insertion, removal, or revision of breast implants, unless provided post-
mastectomy; or 

 
- Treatment or Service for any sickness or condition for which the insertion of  breast implants,  or 

the fact of having breast implants within the body, was a contributing factor, unless the sickness or 
condition occurs post-mastectomy; or 

 
- Treatment or Service for Kerato-Refractive Eye Surgery for myopia (nearsightedness), hyperopia 

(farsightedness), or astigmatism; or 
 

- charges for telephone calls or telephone consultations or missed appointments; or 
 

- Treatment or Service covered by medical expense insurance issued under the Individual 
Purchase Rights described in this booklet; or 

 
- [Treatment or Service that results from a sickness that is covered by a Workers' Compensation 

Act or other similar law; or] 
 

[- Treatment or Service that results from an injury arising out of or in the course of any employment 
for wage or profit; or] 

 
[- Treatment or service that results: 

 
- from an injury arising out of or in the course of any employment for wage or profit if the 

Member or Dependent is eligible to be covered under a Workers' Compensation Act or other 
similar law; except that this limitation will not apply to partners, proprietors, or corporate 
officers of the employer who are not covered by a Workers' Compensation Act or other 
similar law; or] 

 
- from a sickness covered by a Workers' Compensation Act or other similar law; or] 

 
[- Treatment or Service performed for the purpose of sterilization; or] 

 
- any nursing services (except as described under Covered Charges and as required by state law); or 

 
[- Treatment or Service related to the restoration of fertility or the promotion of conception 

(including reversal of voluntary sterilization), except as provided for under Invitro Fertilization 
Procedures as described on GH 410; or] 

 
[- Treatment or Service performed for the purpose of reversal of voluntary sterilization; or] 
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[- Treatment or Service for foot care with respect to:  corns, calluses, trimming of toenails,  chronic 

foot strain,  treatment of tarsalgia (fallen arches), metatarsalgia (ball-of-the-foot), or bunion 
(except surgically), treatment of flat feet, treatment of subluxation (recurrent snap or 
displacement of the tendons) of the foot, shoes, shoe orthotics, shoe inserts and arch supports, 
casting for orthotics, or any appliance (including orthotics) except as provided for under Orthotic 
and Prosthetic Devices and Services as described on GH 410; or] 

 
- dietetic counseling, unless provided while you [or one of your Dependents] is Hospital Inpatient 

Confined, or as provided under Home Health Care or Hospice Care, or Diabetic Equipment, 
Supplies, and Diabetic Self-Management Training as described on GH 410; or 

 
- Treatment or Service by any type of health care practitioner not otherwise provided for in the 

Group Policy, unless recognition is state mandated; or 
 

[- drugs or medicines, whether or not they require a Physician's prescription; or] 
 

[- Treatment or Service that is subject to the Preexisting Conditions Exclusion described in this 
booklet; or] 

 
[- Treatment or Service that results from the abortion of a pregnancy, except that benefits will be 

payable for the abortion only if: 
 
  - continuation of the pregnancy would endanger the life of the mother.  However, if medical 

treatment is required because of complications resulting from an abortion, benefits will be 
payable for such medical treatment; or 

 
  - medical treatment is required because of complications resulting from an abortion; or] 
 

[- Treatment or Service that results from pregnancy, except that benefits will be payable for 
Complications of Pregnancy.  Complications of Pregnancy is any condition that greatly affects the 
usual medical treatment of a normal pregnancy; this includes nonelective abortion and cesarean 
section.  [Benefits will be payable for elective abortion only if: 

 
  - continuation of the pregnancy would endanger the life of the mother.  However, if medical 

treatment is required because of complications resulting from an abortion, benefits will be 
payable for such medical treatment; or 

 
  - medical treatment is required because of complications resulting from an abortion; or] 
 

[- [for Dependent Daughters,] Treatment or Service that results from pregnancy or any complication 
that results from a pregnancy; or] 

 
[- Treatment or Service provided outside the United States, unless such Treatment or Service is for a 

Medical Emergency; or] 
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- Treatment or Service provided for weight loss or reduction of obesity, [except as covered under 
Wellness Services] including surgical procedures, even if the insured individual has other health 
conditions which might be helped by weight loss or reduction of obesity; or 

 
- Treatment or Service for Custodial Care; or 

 
- Treatment or Service for maintenance therapy or supportive care or when maximum therapeutic 

benefit (no further objective improvement) has been attained; or 
 

- Treatment or Service for vision therapy or orthoptic therapy; or 
 

- Treatment or Service that is paid for by a Medicare Supplement Insurance Plan; or 
 
 [- charges for e-mail communication or e-mail consultation; or] 
 

 [- charges that are billed incorrectly or separately for Treatment or Services that are an integral part of 
another billed Treatment or Service as determined by Us; or] 

 
 [- Charges for venipuncture when billed with other laboratory services; or] 

 
 [- Charges for lab specimen handling fees when billed with other laboratory services; or] 
 
 - charges for Physician overhead, including but not limited to surgical suites or rooms, or 

equipment used to perform the particular Treatment or Service (i.e. laser equipment); or  
 
 - Treatment or Services for non-synostotic plagiocephaly (positional head deformity); or 
 

  -  Additional charges incurred because care was provided after hours, on a Sunday, holidays or week-
end; or 

 
 - charges for heating pads, heating and cooling units, ice bags or cold therapy units; or 
 
 [- Treatment or Service for unattended home sleep studies; or] 
 
 [- Treatment or Service for nail fungus; or] 
 

  -   Charges for DESI (drugs determined by the Food and Drug Administration as lacking in 
substantial evidence of effectiveness); or 

 
  -  charges for devices used specifically as safety items or to affect performance in sports-related 

activities; or 
 
 - Treatment or Service for gynecomastia (abnormal breast enlargement in males); or 
 
 - Charges for physicals, health examinations, immunizations or screening procedures which are 

performed solely for school, sports, employment, immigration physicals, insurance licensing or 
travel; or 
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 - Treatment or Service for hyperhidrosis (excessive sweating); or 
 
 - Treatment or Service for complications of a non-covered Treatment or Service; or 

 
 [- Treatment or Service incurred after termination of coverage under the Group Policy [, except as 

provided under Extended Benefits]; or] 
 
 - Charges for travel and lodging except as indicated under GH 411 C (HDHP); or 

 
 [- Molecular genetic testing (specific gene identification) for the purposes of health screening or if 

not part of a treatment regimen for a specific sickness]; or 
 
 - Charges for transportation services except as described for ambulance services under All Other 

Covered Services; or 
 

 [- Treatment or Service for erectile dysfunction; or] 
 
 - Treatment or Services for standby services; or 
 
 [- Charges for more than one anesthesia provider during the same anesthesia period.  Anesthesia 

provider includes a certified nurse anesthetist or a Physician]; or 
 
  [- Alcohol or drug abuse medicines or medication management services for maintenance therapy or 

when maximum therapeutic benefit has been attained as determined by Us]; or 
 
  [- Treatment or Services for never events, except for any Treatment or Service by an unrelated 

provider that is needed as a consequence of a never event.  Never events are errors in medical care 
that are clearly identifiable, preventable and serious in their consequences for patients; or] 

 
  [- Treatment or Service for maxillary and mandibular osteotomies; or] 
 
  [- Treatment or Service with growth hormones [for adult growth hormone deficiencies [and]] [for 

idiopathic short stature]; or] 
 

  [ Treatment or Service for reduction mammoplasty [(except when following a mastectomy); or] 
 
  [- Treatment or Service for the administration of Self Administered Specialty Prescription Drug 

charges.] 
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
COVERED CHARGES 
 
 
Benefits Payable 
 
Benefits payable will be as described in the following section, subject to: 
 

- all listed limitations; and 
 

 - All Payment Provisions as listed on GH 410; and 
 
 - the terms and conditions of Utilization Management Program, Coordination With 

Other Benefits, [Medicare Careveout] and [Subrogation and Reimbursement]. 
 
 
 Covered Charges 
 
Covered Charges will be the actual cost charged to you [or one of your Dependents] but only to 
the extent that the actual cost charged does not exceed Prevailing Charges for: 
 

- Hospital room and board (but not more than the Hospital Room Maximum for each 
day of confinement in a private room); and 

 
- Hospital services other than room and board; and 

 
- Birthing Center services; and 

 
- Ambulatory Surgery Center services; and 

 
- the services of a Physician, including Physician Visits; and 

 
- the services of a Health Care Extender; and 

 
- the services of a licensed practical nurse (L.P.N.) or a licensed registered nurse 

(R.N.), when such services are provided as a part of Home Health Care, Home 
Infusion Therapy Services or Hospice Care, or as required by state law; and 

 
- physical, occupational, and speech therapy as described in GH 412 F ; and 

 
[- drugs and medicines requiring a Physician's prescription and approved by the Food 

and Drug Administration for marketing [(excluding those charges paid under 
[Prescription Drugs Expense Insurance] [and] [Mail Service Prescription Drugs 
Expense Insurance)]; and] 

 
- surgical dressings, supplies, covered orthotics, casts, splints, braces, and crutches and 

equipment not considered to be Durable Medical as described in GH 412 J; and 
 

- anesthesia, blood, blood plasma, oxygen, nebulizer and related charges; and 
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- [x-ray and ]laboratory examinations [(this includes a professional component that is 

billed by a pathologist in connection with the laboratory testing)]; and 
 

- [x-ray,][ radium], and [radioactive isotope therapy]; and 
 

- transportation for ambulance services provided by a Hospital or a licensed service to 
and from a local Hospital (or to and from the nearest Hospital equipped to furnish 
needed treatment not available in a local Hospital) or to and from a Hospital when 
needed to transition to a more cost effective level of care as determined by Us. [not to 
exceed a maximum benefit of [$5,000 each calendar year] [for you or any one of your 
Dependents]]; and 

 
- Dental Services to repair damage to the jaw and sound natural teeth, if the damage is 

the direct result of an accident (but did not result from chewing) and if the Dental 
Services are completed within twelve months after the accident.  Covered Charges are 
limited to the least expensive procedure that would provide professionally acceptable 
results; and 

 
- Dental Services for the Treatment or Service of Amelioblastoma (benign, non-

encapsulated, locally aggressive tumor of odontogenic epithelium), Giant Cell 
Granuloma (Benign but aggressive lesion of the jaw) and Odontogenic Keratocyst 
(aggressive and rapid growing cyst that will invade tissue and bone) tumors]; and 

 
[- Routine physical examinations.  Routine physical examinations do not include 

Advanced Imaging Services, as described in GH 412 GG; and] 
 

- Home Health Care as described in GH 412 I; and 
 

- Hospice Care as described in GH 412 L and 
 

- Skilled Nursing Facility care as described in GH 412 M; and 
 

- Home Infusion Therapy Services as described in GH 412 I and 
 

- Durable Medical Equipment as described in GH 412 J; and 
 

- Prosthetics as described in GH 412 K; and 
 

[- the services of a Physician or licensed acupuncturist for acupuncture treatment, up to 
a maximum benefit of [$500 each calendar year] for each insured person; and] 

 
[- cornea or skin transplants; and] 

 
[- Complementary Medicine as described in GH 412 N]; and 
 
[- Telephone calls or telephone consultations; and] 
 
[- e-mail communications or e-mail consultation by a Physician with an established 

patient, up to a maximum benefit of [$35 per consultation.]  E-mail consultations 
involving prescription refills, scheduling of appointments or any communication not 
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used for the evaluation of a clinical condition will not be considered a Covered 
Charge; and 

 
[ Outpatient non-surgical back, neck and spine as described in GH 412 F. 
 
- Inpatient Rehabilitative Services as described in GH 412 F 
 
- Advanced Imaging Services as described in GH 412 GG. 

 
Covered Charges for Multiple Surgical Procedures 
 
If you [or one of your Dependents] undergo two or more procedures during the same anesthesia 
period, Covered Charges for the services of the Physician, facility or other covered provider for 
each procedure that is clearly identified and defined as a separate procedure will be based on: 
 
 [- [100%] of Prevailing Charges for the first or primary procedure; and] 
 
 [- [50%] of Prevailing Charges for the second procedure; and] 
 
 [- [25% ] of Prevailing Charges for each of the other procedures.] 
 
Covered Charges for Multiple [Advanced Imaging Services] [and] [Certain Diagnostic 
Testing] 
 
If you [or one of your Dependents] undergoes two or more procedures during a single patient 
session, Covered Charges for the services of a [Physician][,] facility or other covered provider 
for each procedure will be based on: 
 
 [100%] of Prevailing Charges for the first or primary procedure; and 
 
 [75%] of Prevailing Charges for the second procedure; and 
 
 [75%] of Prevailing Charges for each of the other procedures.  
 
[This does not apply to services received while Hospital Inpatient Confined.] 
 
 
Covered Charges for an Assistant during Surgical Procedures 
 
Benefits will be payable for the services of an assistant to a surgeon if the skill level of a Medical 
Doctor or Doctor of Osteopathy would be required to assist the primary surgeon.  Covered 
Charges for such services will be paid up to [20%] of the Prevailing Charge of the covered 
surgical procedure if the procedure is performed by a Physician or Health Care Extender.  
[Covered Charges for a non-Doctor of Medicine, non-Doctor of Osteopathy or a non-Doctor of 
Podiatry surgical assistant will be paid up to [15%] of the Prevailing Charge.] 
 
In addition, the multiple surgical procedures percentiles, as described above will be applied.  
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[Provider Administered] Specialty Prescription Drugs  
 
[Provider Administered] Specialty Prescription Drugs are drugs and medicines, as determined 
by The Principal, that are typically expensive, biotechnology drugs used to treat certain chronic 
conditions.  A complete list of [Provider Administered] Specialty Prescription Drugs is available 
on-line at the Principal Life Insurance Company website www.principal.com.  Drugs not on the 
list are not considered [Provider Administered] Specialty Prescription Drugs.  See Utilization 
Management Requirements below. 
 
Covered Charges will include charges incurred for [Provider Administered] Specialty 
Prescription Drugs filled by a provider, Specialty Pharmacy, Member Pharmacy or at a Non-
Member Pharmacy. 
 
“Specialty Pharmacy” means a pharmacy designated by [The Principal] to dispense [Provider 
Administered] Specialty Prescription Drugs. 
 
“Member Pharmacy” means any retail pharmacy which has contracted with [The Principal] 
[the designated pharmacy benefit manager] to dispense Prescription Drugs for which benefits 
are provided under the Group Policy. 
 
“Non-Member Pharmacy” means any retail pharmacy which has not contracted with [The 
Principal] [the designated pharmacy benefit manager] to become a Member Pharmacy.  
 
- [Provider Administered] Specialty Prescription Drugs and Refills payable under this 

section will be limited to not more than a [30-day] supply for each prescription and each 
refill. 

 
- Benefits payable for the Filling of each [Provider Administered] Specialty Prescription 

Drug or Refill will be payable as described below: 
 
 [- For each [Provider Administered] Specialty Prescription Drug or each refill that is 

filled at a [Specialty Pharmacy] [or] [Member Pharmacy], a [Provider 
Administered] Specialty Prescription Drug [Copay] [Copay of [25%] of Covered 
Charges for each prescription and each refill up to [$2,000]] [or] [Deductible 
Amount] will apply.]  

 
 [- For each [Provider Administered] Specialty Prescription Drug or each refill that is 

filled at a [Non-Member Pharmacy], a [Provider Administered] Specialty 
Prescription Drug [Copay] [Copay of [25%] of Covered Charges for each 
prescription and each refill up to [$2,000]] [or] [Deductible Amount] will apply.] 

 
 [- For each [Provider Administered] Specialty Prescription Drug or each refill that is 

filled at a Physician office or clinic or outpatient facility, a [Provider Administered] 
Specialty Prescription Drug [Copay] [Copay of [25%] of Covered Charges for each 
prescription and each refill up to [$2,000]] [or] [Deductible Amount] will apply.] 
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 [- For each [Provider Administered] Specialty Prescription Drug or each refill that is 
filled at a Home Health Care Agency, a [Provider Administered] Specialty 
Prescription Drug [Copay] [Copay of [25%] of Covered Charges for each 
prescription and each refill up to [$2,000]] [or] [Deductible Amount] will apply.] 

 
- Benefits payable for Administration of the [Provider Administered] Specialty Prescription 

Drugs or Refill will be payable as described below.  The applicable [Copay] [Deductible 
Amount] [calendar year Deductible] [Coinsurance percentages] described below are in 
addition to the applicable [Provider Administered] Specialty Prescription Drug [Copays] 
[Deductible Amounts] [Coinsurance percentages] applicable above:  

 
 [-  For [Provider Administered] Specialty Prescription Drugs administered at a 

Physician office or clinic or outpatient facility, the applicable [Copay] [Deductible 
Amount] [and] [Coinsurance] will apply.] 

 
 [- For [Provider Administered] Specialty Prescription Drugs administered at a Home 

Health Care Agency, benefits will be payable the same as any other covered 
Treatment or Service as described in Home Health Care in GH 412 I.] 

 
- Utilization Management Requirements  
 

[For [Provider Administered] Specialty Prescription Drugs, prior authorization [is] [may] 
be required.]  [If [Provider Administered] Specialty Prescription Drugs are [not pre-
authorized] [or] [determined not to be [a Covered Charge] [Medically Necessary Care]], 
[benefits [will] [may] be subject to the Utilization Management Program described in GH 
407 CC.] 

 
Covered Charges for Clinical Trials 
 
Benefits will be payable for Clinical Trials provided: 
 
- You [or your Dependent] has a life threatening disease or illness and has exhausted all 

other forms of treatment; and 
 
- You [or your Dependent] is a participant in the Clinical Trial. 
 
Covered Charges will include: 
 
- routine care costs for items or services that are typically provided absent a Clinical Trial; 

and 
 
- services and supplies required solely for the provisions of the Experimental or 

Investigational Measures. 
 
No benefits will be paid for: 
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- charges for the Experimental or Investigational Measures; and  
 
- costs associated with data collection and record keeping; and 
 
- services that are required by the Clinical Trial protocol but are not used in the direct 

clinical management of you [or your Dependent].] 
 
[Covered Charges Carried Forward 
 
To determine Deductible satisfaction, Treatment or Service received by you [or by a Dependent] 
during the last three months of a calendar year may be counted as if received in either: 
 
 - the calendar year in which actually received; or 
 
 - the next following calendar year; 
 
whichever would result in greater benefit payment.] 
 
[Period of Confinement 
 
For the purposes of applying the Hospital charges Copay amount for each admission, two or 
more periods of Hospital Inpatient Confinement will be considered one period of confinement 
unless caused by an unrelated sickness or injury or unless separated by [30 consecutive] days or 
more.] 
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
[MENTAL HEALTH OR BEHAVIORAL TREATMENT SERVICES AND ALCOHOL OR 
DRUG ABUSE TREATMENT SERVICES][MENTAL HEALTH, BEHAVIORAL, 
ALCOHOL OR DRUG ABUSE TREATMENT SERVICES] 
 
Benefits Payable 
 
Benefits payable will be as described in this section, subject to: 
 

- all listed limitations; and 
 
- all Payment Provisions described in GH 410; and 

 
- the terms and conditions of Utilization Management Program, Coordination With Other 

Benefits, [Medicare Carveout] and [Subrogation and Reimbursement]. 
 
 
[Benefits Payable - Mental Health or Behavioral Treatment Services and Alcohol or Drug 
Abuse Treatment Services 
 
The following benefits will be payable for Mental Health or Behavioral Treatment Services and 
Alcohol or Drug Abuse Treatment Services.  These benefits will be payable instead of any other 
benefits described in this booklet, except as otherwise indicated in this section. In the event you [or 
one of your Dependents] receive Treatment or Services for more than one condition during the same 
period of time, benefits will be payable based on the primary focus of the Treatment or Service, as 
determined by Us. 
 
 - Mental Health or Behavioral Treatment Services 
 

- Inpatient Hospital Services 
 

If  you [or one of your Dependents] are Hospital Inpatient Confined in a 
Psychiatric Hospital, a psychiatric unit of a general Hospital, a licensed outpatient 
psychiatric center, or a Community Mental Health Center, benefits will be payable 
for charges for room, board, and other usual services provided during such 
confinement, and for Physician Visits provided during such confinement. 

 
Benefits will be payable as described below. 

 
(2) Partial Hospitalization or Day Treatment Services 

 
If you [or one of your  Dependents] receives Partial Hospitalization or Day 
Treatment Services, benefits will be payable for such services as described below. 

 
"Partial Hospitalization Facility or Day Treatment Facility" means a Hospital, a 
Psychiatric Hospital, a licensed outpatient psychiatric center, a Community Mental 
Health Center, or freestanding facility that is licensed by the proper authority of the 
state in which it is located to provide Partial Hospitalization or Day Treatment 
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Services. 
 

"Partial Hospitalization or Day Treatment Services" mean a structured program 
under the supervision of a Physician, which provides diagnostic and therapeutic 
Mental Health or Behavioral Treatment Services in a Partial Hospitalization 
Facility or Day Treatment Facility for not less than four and not more than 12 
consecutive hours in a 24-hour period. 

 
- Outpatient Services 

 
If you [or one of your Dependents] receives any Outpatient Services by a Physician 
or Health Care Extender, Hospital, Psychiatric Hospital, outpatient psychiatric 
center, or Community Mental Health Center, benefits will be payable as described  
below. 

 
"Outpatient Services" mean Mental Health or Behavioral Treatment Services, 
including Physician Visits, which are provided other than while Hospital Inpatient 
Confined or receiving Partial Hospitalization or Day Treatment Services. 

 
Covered Charges for Outpatient Services are limited to the following services: 

 
- crisis intervention or stabilization; 
- psychological testing; 
- individual psychotherapy; 
- family therapy, if the patient is present;; 
- group therapy; 
- electroconvulsive therapy; 
- psychiatric medication management; 
[- biofeedback;] 
- behavior modification treatment; 
[- hypnotherapy;] 
- narcosynthesis. 

 
- Physician Visits 

 
If you [or one of your Dependents] receives any Mental Health or Behavioral 
Treatment Services by a Physician or Health Care Extender, benefits will be 
payable as follows: 

 
- While Hospital Inpatient Confined:  Benefits will be payable for Physician 

Visits when provided while the person is Hospital Inpatient Confined, only if 
they occur during the period for which inpatient Hospital benefits are 
payable.  Benefits will be payable as described below. 

 
- While Receiving Partial Hospitalization or Day Treatment Services:  

Benefits will be payable for Physician Visits when provided while the person 
is receiving Partial Hospitalization or Day Treatment Services, only if they 
occur during the period for which Partial Hospitalization or Day Treatment 
Services benefits are payable.  Benefits will be payable as described below. 
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- All Other Physician Visits:  Benefits for Physician Visits provided other 

than while Hospital Inpatient Confined or while receiving Partial 
Hospitalization or Day Treatment Services are Outpatient Services and will 
be payable as described below.  Covered services will be those listed under 
Outpatient Services above. 

 
- Benefits Payable 

 
- Inpatient Hospital Services:  Benefits will be payable at [80%] of Covered 

Charges and will be subject to the same Deductible or Copay that applies to 
any other Inpatient Hospital Confinement, as well as the calendar year 
maximum benefit described below. 

 
- Partial Hospitalization or Day Treatment Services:  Benefits will be 

payable at [80%] of Covered Charges and will be subject to the calendar year 
Deductible, as well as the calendar year maximum benefit described below. 

 
- Outpatient Services:  Benefits will be payable at [80%] of Covered Charges 

and will be subject to the same Deductible or Copay that applies to any other 
outpatient services, as well as the calendar year maximum benefit described 
below. 

 
- Physician Visits:  Benefits will be payable at [80%] of Covered Charges and 

will be subject to [any applicable per-visit Copay][the calendar year 
Deductible], as well as the calendar year maximum benefit described below. 

 
The [80%] coinsurance rate described above applies whether or not you [or your 
Dependents] has satisfied the Out-of-Pocket Expense limit described in GH 104 A. 

 
- Calendar Year Maximum 

 
The maximum benefit payable for any combination of Covered Charges described 
above will be limited to a maximum benefit of [$7,500] each calendar year for each 
insured person. 

 
 - Alcohol or Drug Abuse Treatment Services 
 

- Inpatient Hospital Services 
 

If you [or one of your Dependents] are Hospital Inpatient confined in an Inpatient 
Alcohol or Drug Abuse Treatment Facility or an alcohol/drug unit of a general 
Hospital, benefits will be payable for charges for room, board, and other usual 
services provided during such confinement, and for Physician Visits provided 
during such confinement. 

 
Benefits will be payable as described below. 
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- Partial Hospitalization or Day Treatment Services 

 
If you [or one of your Dependents] receives Partial Hospitalization or Day 
Treatment Services, benefits will be payable for such services as described below. 

 
"Partial Hospitalization Facility or Day Treatment Facility" means a Hospital or 
freestanding facility that is licensed by the proper authority of the state in which it 
is located to provide Partial Hospitalization or Day Treatment Services. 

 
"Partial Hospitalization or Day Treatment Services" mean a structured program 
under the supervision of a Physician, which provided diagnostic and therapeutic 
Alcohol or Drug Abuse Treatment Services in a Partial Hospitalization Facility or 
Day Treatment Facility for not less than four and not more than 12 consecutive 
hours in a 24-hour period. 

 
- Outpatient Services 

 
If you [or one of your Dependents] receives any Outpatient Services by a Physician 
or Health Care Extender, Hospital, or Outpatient Alcohol or Drug Abuse 
Treatment Facility, benefits will be payable as described below. 

 
"Outpatient Services" mean Alcohol or Drug Abuse Treatment Services, including 
Physician Visits, which are provided other than while Hospital Inpatient Confined 
or receiving Partial Hospitalization or Day Treatment Services. 

 
Covered Charges for Outpatient Services are limited to the following services: 

 
- individual therapy; 
- family therapy, if the patient is present; 
- group therapy; 
- alcohol or drug abuse medication management except as described in GH 

411 O; 
[- biofeedback;] 
- behavior modification treatment; 
- alcohol or drug abuse rehabilitation or counseling services. 

 
- Physician Visits 

 
If you [or one of your Dependents] receives any Alcohol or Drug Abuse Treatment 
Services by a Physician or Health Care Extender, benefits will be payable as 
follows: 

 
- While Hospital Inpatient Confined:  Benefits will be payable for Physician 

Visits when provided while the person in Hospital Inpatient Confined, only if 
they occur during the period for which inpatient Hospital benefits are 
payable.  Benefits will be payable as described below. 

 
- While Receiving Partial Hospitalization or Day Treatment Services:  

Benefits will be payable for Physician Visits when provided while the person 
is receiving Partial Hospitalization or Day Treatment Services, only if they 
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occur during the period for which Partial Hospitalization or Day Treatment 
Services benefits are payable.  Benefits will be payable as described below. 

 
- All Other Physician Visits:  Benefits for Physician Visits provided other 

than while Hospital Inpatient Confined or while receiving Partial 
Hospitalization or Day Treatment Services will be considered Outpatient 
Services and will be payable as described below.  Covered services will be 
those listed under Outpatient Services above. 

 
- Benefits Payable 

 
- Inpatient Hospital Services:  Benefits will be payable the same as for any 

other covered Treatment or Service and will be subject to the same 
Deductible or Copay that applies to any other Inpatient Hospital 
Confinement, as well as the Maximum Benefits described below. 

 
- Partial Hospitalization or Day Treatment Services:  Benefits will be 

payable the same as for any other covered Treatment or Service and will be 
subject to the calendar year Deductible, as well as the Maximum Benefits 
described below. 

 
- Outpatient Services:  Benefits will be payable the same as for any other 

covered Treatment or Service and will be subject to the same Deductible or 
Copay that applies to any other outpatient services, as well as the Maximum 
Benefits described below. 

 
- Physician Visits:  Benefits will be payable the same as for any other covered 

Treatment or Service and will be subject to [any applicable per-visit 
Copay][the calendar year Deductible], as well as the Maximum Benefits 
described below. 

 
- Maximum Benefits 

 
For each insured person, the maximum benefit payable for any combination of 
Covered Charges described  above will be limited to: 

 
- [$6,000] during any period of [two] consecutive calendar years[; and 

 
- [$12,000] during the insured person's lifetime]. 

 
 - Provisions Applicable to Mental Health or Behavioral Treatment Services and 

Alcohol or Drug Abuse Treatment Services 
 

For the purpose of the benefits described in this section: 
 

- No benefits will be payable for any charges incurred in excess of the limits and 
maximums described in this section.  The general Comprehensive Medical 
limitations, as described in GH 412 O, will apply to Mental Health or Behavioral 
Treatment Services and Alcohol or Drug Abuse Treatment Services.  In addition, 
Mental Health or Behavioral Treatment Services and Alcohol or Drug Abuse 
Treatment Services will not include and no benefits will be paid for: 
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- recreational therapy, art therapy, music therapy, dance therapy, or wilderness 

therapy; or 
 

- psychoanalysis and aversion therapy; or 
 

- residential mental health or behavioral Treatment or Service; or 
 

- after-care treatment programs for alcohol or drug abuse. 
 

[- Benefits payable for Mental Health or Behavioral Treatment Services and Alcohol 
or Drug Abuse Treatment Services will be applied to the Comprehensive Medical 
Overall Lifetime Maximum Payment Limit, and this maximum will be reduced by 
the benefits paid.] 

 
- Covered Charges incurred for outpatient laboratory services and for outpatient 

drugs and medicines requiring a Physician’s prescription are payable the same as 
for any other covered Treatment or Service, and are not subject to the limits 
described above. 

 
[- Charges for Outpatient Services or Partial Hospitalization or Day Treatment 

Services that are in excess of those approved by The Principal for Outpatient 
Services or for Partial Hospitalization or Day Treatment Services will not be 
considered Covered Charges.] 

 
[- Benefits payable for Outpatient Services and Partial Hospitalization or Day 

Treatment Services will be subject to the Utilization Management Program 
described in GH 407 CC.]] 

 
[- Benefits payable for Outpatient Services and for Partial Hospitalization or Day 

Treatment Services must be pre-authorized prior to Treatment or Service.] 
[Benefits will be payable only for Outpatient Services and for Partial 
Hospitalization or Day Treatment Services determined to be [a Covered Charge] 
[Medically Necessary Care].]  

 
[- If Treatment or Service for Outpatient Services is not pre-authorized, no benefits 

will be payable.] [If Treatment or Services for Outpatient Services is not pre-
authorized, benefits will be subject to the Utilization Management Program 
described in GH 407 CC).] 
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[Benefits Payable - Mental Health, Behavioral, Alcohol or Drug Abuse Treatment Services 
 
The following benefits will be payable for Mental Health, Behavioral, Alcohol or Drug Abuse 
Treatment Services.  In the event you [or one of your Dependents] receive Treatment or Services for 
more than one condition during the same period of time, benefits will be payable based on the 
primary focus of the Treatment or Service, as determined by Us. 
 

- Inpatient Hospital Services 
 

If a Member [or Dependent] is Hospital Inpatient Confined in a Psychiatric Hospital, an 
Inpatient Alcohol or Drug Abuse Treatment Facility, a psychiatric or alcohol/drug unit of 
a general Hospital, a licensed outpatient psychiatric center, or a Community Mental 
Health Center, benefits will be payable for charges for room, board, and other usual 
services provided during such confinement, and for Physician Visits provided during 
such confinement.  Benefits are payable the same as for any other Hospital Inpatient 
Confinement. 

 
- Outpatient Services 

 
If you [or one of your Dependents] receive any Outpatient Services by a Physician or 
Health Care Extender, Hospital, Psychiatric Hospital, outpatient psychiatric center, 
Community Mental Health Center, or Outpatient Alcohol or Drug Abuse Treatment 
Facility, benefits will be payable the same as for any other outpatient services. 

 
"Outpatient Services" mean Mental Health, Behavioral, Alcohol or Drug Abuse 
Treatment Services, including Physician Visits, which are provided other than while 
Hospital Inpatient Confined. 

 
Covered Charges for Outpatient Services are limited to the following services: 

 
  - Partial Hospitalization or Day Treatment Services; 

- crisis intervention or stabilization; 
- psychological testing; 
- individual psychotherapy; 
- family therapy, if the patient is present; 
- group therapy; 
- electroconvulsive therapy; 
- psychiatric, alcohol or drug abuse medication management, except as described in 

GH 412 O; 
[- biofeedback;] 
- behavior modification treatment; 
- alcohol or drug abuse rehabilitation or counseling services; 
[- hypnotherapy;] 
- narcosynthesis. 

 
For the purpose of these Outpatient Services benefits, "Partial Hospitalization or Day 
Treatment Services” mean a structured program under the supervision of a Physician, 
which provides diagnostic and therapeutic Mental Health, Behavioral, Alcohol or Drug 
Abuse Treatment Services in a Partial Hospitalization Facility or Day Treatment Facility 
for not less than four and not more than 12 consecutive hours in a 24-hour period. 
"Partial Hospitalization Facility or Day Treatment Facility” means a Hospital or 
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freestanding facility that is licensed by the proper authority of the state in which it is 
located to provide Partial Hospitalization or Day Treatment Services. 

 
- Physician Visits 

 
If you [or one of your Dependents] receive any Mental Health, Behavioral, Alcohol or 
Drug Abuse Treatment Services by a Physician or Health Care Extender, benefits will be 
payable the same as for any other Physician Visit. 

 
- Benefits Payable 

 
Benefits for Mental Health, Behavioral, Alcohol or Drug Abuse Treatment Services are 
payable the same as for any other covered Treatment or Service. 

 
[Benefits paid will be applied toward the Comprehensive Medical Overall Lifetime 
Maximum Payment Limit and this maximum will be reduced by the benefits paid.] 

 
[Charges incurred for Outpatient Services that are in excess of those approved by Us for 
Outpatient Services will not be considered Covered Charges.] 

 
[Benefits payable for Outpatient Services will be subject to the Utilization Management 
Program described on GH 407 CC.] 
 
[Benefits payable for Outpatient Services must be pre-authorized prior to Treatment or 
Service.]  [Benefits will be payable only for Outpatient Services determined to be [a 
Covered Charge] [Medically Necessary Care].]  
 
[If Treatment or Service for Outpatient Services is not pre-authorized, no benefits will be 
payable.] [If Treatment or Services for Outpatient Services is not pre-authorized, 
benefits will be subject to the Utilization Management Program described in GH 407 
CC).] 

 
- Limitations 

 
The general Comprehensive Medical limitations, as described in GH 412 O, will apply to 
Mental Health, Behavioral, Alcohol or Drug Abuse Treatment Services.  In addition 
Mental Health, Behavioral, Alcohol or Drug Abuse Treatment Services will not include 
and no benefits will be paid for: 

 
- recreational therapy, art therapy, music therapy, dance therapy, or wilderness 

therapy; or 
- psychoanalysis and aversion therapy; or 
- residential mental health or behavioral Treatment or Service; or 
- after-care treatment programs for alcohol or drug abuse.] 
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
TRANSPLANT SERVICES 
 
Benefits Payable 
 
Benefits payable will be as described in this section, subject to: 
 

- all listed limitations; and 
 
- all Payment Provisions described in GH 410; and 

 
- the terms and conditions of Utilization Management Program, Coordination With 

Other Benefits, [Medicare Carveout] and [Subrogation and Reimbursement]. 
 
[Benefits Payable - Transplant Services 
 
"Transplant Services" means Covered Charges incurred in connection with the covered 
transplants including but not limited to those listed below that are [for Medically Necessary 
Care] [a Covered Charge and not considered to be an Experimental or Investigational Measure.   
Covered transplants include the following human-to-human organ or bone marrow transplant 
procedures (including charges for organ or tissue procurement.).   

 
[- Heart; 
- Heart/lung (simultaneous); 
- Lung; 
- Kidney; 
- Kidney-Pancreas; 
- Pancreas; 
- Small Bowel; 
- Cornea; 
- Skin; 
- Bone marrow transplant or peripheral stem cell infusion when a positive response to standard 

medical treatment or chemotherapy has been documented.  
 
Benefits for these Transplant Services will be payable the same as for any other covered 
Treatment or Service[ subject to the calendar year [Deductible][and][Coinsurance].] 
 
Limitations 
 
The general Comprehensive Medical limitations as described in GH 412 O will apply to 
Transplant Services.  In addition, limitations specific to Home Health Care, Home Infusion 
Therapy Services, Durable Medical Equipment, Skilled Nursing Facility, and Hospice provisions 
will apply to Transplant Services if those benefits are used in connection with a covered 
transplant. 
 
For each transplant episode Covered Charges will include: 
 



 
GH 412 C (R) -2- 

- Transplant evaluations from no more than two transplant providers; and 
- No more than one listing with the United Network of Organ Sharing (UNOS). 
 
If the transplant is not a covered transplant under the Group Policy, all charges related to the 
transplant and all related complications will be excluded from payment under the Group Policy, 
including, but not limited to, dose-intensive chemotherapy. 
 
[Benefits paid for Transplant Services will be applied to the Comprehensive Medical Overall 
Lifetime Maximum Payment Limit, and the maximum will be reduced by the benefits paid.]] 
 
[See the Utilization Management Program in GH 407 CC.] 
 
[Benefits Payable - Transplant Services 
 
"Transplant Services" means Covered Charges incurred in connection with the covered 
transplants including but not limited to those listed below that are [for Medically Necessary 
Care] [a Covered Charge] and not considered to be an Experimental or Investigational Measure.  
The following benefits will be payable for Treatment or Service for Transplant Services.  These 
benefits will be payable instead of any other benefits described in the Group Policy, except as 
otherwise provided in this section. 
 

Covered Transplants 
 
 The following human-to-human organ or bone marrow transplant procedures will be 

considered Covered Charges, subject to all limitations and maximums described in this 
section, for a patient who is covered under the Group Policy. 

 
[- Heart; 
- Heart/lung (simultaneous); 
- Lung; 
- Liver; 
- Kidney; 
- Kidney-pancreas; 
- Pancreas; 
- Small bowel; 
- Bone marrow transplant or peripheral stem cell infusion when a positive response to 

standard medical treatment or chemotherapy has been documented.  
 
Cornea and skin transplants are not Covered Transplants for the purpose of this section.  
Instead, cornea and skin transplants are covered under the normal provisions of this 
Comprehensive Medical section, and are not subject to any conditions set forth in this 
section. 

 
Covered Charges 

 
For the purpose of this section, Transplant Services Covered Charges will include all 
services listed in the general Comprehensive Medical Covered Charges section, including, 
but not limited to, services by a Home Health Care Agency, Skilled Nursing Facility, 
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Hospice, and services for Home Infusion Therapy Services and Durable Medical 
Equipment. 
 
Covered Charges will also include charges incurred by the organ donor for a covered 
transplant if the charges are not covered by any other medical expense coverage. 

 
- Benefits Payable:  Within the Transplant Network 
 

For Transplant Services provided by a provider in the Transplant Network, benefits payable 
for Treatment or Service received each calendar year will be paid on the same basis as any 
other covered Treatment or Service[, subject to the calendar year [Deductible] [and] 
[Coinsurance].] 
 
If transplant related services are provided by a provider in the Transplant Network, travel 
and lodging expenses for the patient and the patient's Immediate Family will be covered if 
the treating facility is greater than [100] miles one way from the patient's home (excluding 
travel or lodging provided by a family member or friend).  This would include ambulance 
expenses that would otherwise be excluded under the Comprehensive Medical ambulance 
benefit, if such expenses are incurred solely to meet timing requirements imposed by the 
transplant.  Benefits payable cannot be used to satisfy any [Deductible] [or] [coinsurance] 
amount under the ambulance benefit in the normal provisions of the Comprehensive 
Medical section. 
 
Travel and lodging benefits will be payable at [100%] without application of any 
Deductible Amount, up to a lifetime maximum benefit of [$5,000] for each transplant 
recipient. 
 
All travel and lodging benefits must be approved in advance by The Principal. 
 

- Benefits Payable:  Outside the Transplant Network 
 

For Transplant Services provided by any covered provider other than a Transplant Network 
provider, benefits will be payable the same as any other covered Treatment or Service[, 
subject to the calendar year Deductible] [and] [the applicable coinsurance rate] up to the 
following maximum benefit for each transplant episode for each surgery listed below[, and 
up to a transplant lifetime maximum benefit of [$500,000] for each insured Member [or 
Dependent]]: 

 
- Liver     [$ 30,000] 
- Kidney    [$ 30,000] 
- Heart     [$ 30,000] 
- Lung     [$ 30,000] 
- Heart/Lung (simultaneous)  [$ 30,000] 
- Bone Marrow 
 - Autologous  [$ 30,000] 
 - Allogeneic   [$ 30,000] 
- Kidney-Pancreas (simultaneous)  [$ 30,000] 
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- Kidney    [$ 30,000] 
- Pancreas    [$ 30,000] 
- Small bowel   [$ 30,000] 

 
Services subject to the transplant episode [and transplant lifetime maximums] will include 
Covered Charges as specified in this section, including, but not limited to:  evaluation; pre-
transplant, transplant, and post-transplant care (not including outpatient 
immunosuppressant drugs); organ donor search, procurement and retrieval; complications 
related to the procedure and follow-up care for services received during the 12-month 
period from the date of transplant.  Services by a Home Health Care Agency or Skilled 
Nursing Facility and services for Home Infusion Therapy Service and Durable Medical 
Equipment will reduce those provisions maximums. 

 
No benefits will be payable for travel and lodging expenses if services are provided outside 
the Transplant Network. 

 
- Limitations:  Applicable Within and Outside the Transplant Network 
 

The general Comprehensive Medical limitations as described in GH 412 O will apply to 
Transplant Services.  In addition, limitations specific to Home Health Care, Home Infusion 
Therapy Services, Durable Medical Equipment, Skilled Nursing Facility, and Hospice 
provisions will apply to Transplant Services if those benefits are used in connection with a 
Covered Transplant. 
 
For each transplant episode Covered Charges will include: 
 
- Transplant evaluations from no more than two transplant providers; and 
- No more than one listing with the United Network of Organ Sharing (UNOS). 
 
If the transplant is not a covered transplant under the Group Policy, all charges related to 
the transplant and all related complications will be excluded from payment under the Group 
Policy, including, but not limited to, dose-intensive chemotherapy. 
 
[Benefits paid for Transplant Services will be applied to the Comprehensive Medical 
Overall Lifetime Maximum Payment Limit, and the maximum will be reduced by the 
benefits paid.]] 

 
[See the Utilization Management Program in GH 407 CC.] 
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
WELLNESS SERVICES 
 
Benefits Payable 
 
Benefits payable will be as described in the following section, subject to: 
 

- all listed limitations; and 
 

 - All Payment Provisions as listed on GH 410; and 
 
 - the terms and conditions of Utilization Management Program, Coordination 

With Other Benefits, [Medicare Carveout] and [Subrogation and 
Reimbursement]. 

 
[Wellness Services 
 
 Routine Physical Exam 
 
 - Adult Wellness 

 
 Covered Charges incurred for Routine Physical Exams will be payable as 

described below:  
 
 For a Member [or Dependent] [19] years of age or older:  Benefits will be 

payable the same as for any other Physician office or Clinic Visit[ in excess of 
the applicable Copay Amount] [and will be limited to a calendar year 
maximum benefit of [$300] for each insured person].  

 
- Well Child Visits 
 
 Dependents under age [19]:  Benefits will be payable the same as for any 

other Physician Office or Clinic Visit [in excess of the applicable Copay 
Amount.]]. 

 
“Routine Physical Exam” means a medical examination given by a Physician for a reason 
other than to diagnose or treat a suspected or identified sickness or injury.  Included as 
part of the examination are [x-rays,] [laboratory tests], [immunizations] [and] [other 
tests] given in connection with the examination.  [Not included are charges for 
Advanced Imaging Services as described on GH 412 GG.] 

 
Also not included are charges for Prostate Cancer Screening, Colorectal Cancer 
Screening, Children’s Preventive Pediatric Care Services and Mammography Services.  
Such charges are payable as described on page GH 410. 
 



 
GH 412 E (R)  - 2 - 

- Pediatric Vaccines 
 

Covered Charges will include the cost of Pediatric Vaccines administered to a 
Dependent Child from birth through 18 years of age. 

 
"Pediatric Vaccines" mean those vaccines shown on the list established and 
periodically reviewed by the Advisory Committee on Immunization Practices as 
referenced by Section 1928 of Title 19 of the Social Security Act or such other list 
of vaccines as mandated by other Federal or State laws that are applicable to this 
Group Policy. 

 
Benefits for Pediatric Vaccines will be payable at 100% of Covered Charges and no 
Deductible or copay will apply.  
 
 NOTE:  The benefits will be coordinated with the Children’s Preventive Pediatric 
Care Services provisions in GH 410. 

 
- [Screening ]Colonoscopies 
 

 [Covered Charges will include charges incurred for [screening ]flexible 
sigmoidoscopy or [screening ]colonoscopy as recommended by the American 
Cancer Society. [for you [or your Dependents] age [50] and over.]]  

 
 [Benefits  will be payable the same as any other Physician Office or Clinic Visit  

up to a calendar year maximum benefit of [$ 3,000] for each insured person.  All 
other colonoscopies or flexible sigmoidoscopies will be paid the same as any other 
covered Treatment or Service.] 

 
 [Covered Charges will include charges incurred for Colonoscopies and flexible 

sigmoidoscopies.] 
 
 [Benefits provided in a Physician office or clinic or outpatient facility will be 

payable at [100%] of Covered Charges [in excess of the applicable Copay 
Amount] [or Deductible Amount].] 

 
 

[- Mammograms] 
 
 [Covered Charges will include charges incurred for mammograms].  [Benefits will 

be payable the same as any other Physician Office or Clinic Visit [in excess of the 
applicable Copay Amount] for each insured person.] 

 
[- Morbid Obesity 
 
 Covered Charges will include charges incurred for bariatric surgery or surgery to 

treat obesity if: 
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 - You [or your Dependent] electing surgery is at least [18] years of age; and 
 
 - there is documented medical history of failure to sustain weight loss with 

medically supervised dietary and conservative treatment for at least [6 
consecutive months] so long as a portion of that [6 month] period falls 
within the [12-month] period prior to the date of surgery; and  

 
- a BMI of 40 for at least three (3) consecutive years or a BMI greater than 

35 for at least three (3) consecutive years in conjunction with at least two 
(2) of the following co-morbid conditions: hypertension, diabetes mellitus, 
restrictive lung disease, osteoarthritis, obstructive sleep apnea, 
cardiovascular disease. 

 
Benefits will be payable the same as any other covered Treatment or Service.]    

 
[- Smoking Cessation 
 
 Covered Charges will include charges incurred for Smoking Cessation.  Benefits 

will be payable the same as any other covered Treatment or Services up to a [$350] 
maximum lifetime benefit per insured person.] 
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
REHABILITATIVE SERVICES 
 
Benefits Payable 
 
Benefits payable will be as described in the following section, subject to: 
 

- all listed limitations; and 
 

 - All Payment Provisions as listed on GH 410; and 
 
 - the terms and conditions of Utilization Management Program, Coordination 

With Other Benefits, [Medicare Carveout] and [Subrogation and 
Reimbursement]. 

 
Rehabilitative Services 
 
-  Outpatient, Office or Clinic Services  
 
 - Back, Neck and Spine 

 
 Covered Charges will include charges for Treatment or Service incurred for 

non-surgical treatment (including [diagnostic testing and] post-surgical 
therapy) of the vertebrae, disc, spine, back, neck and adjacent tissues in an 
outpatient, office or clinic setting. [Benefits for covered Treatment or Service 
delivered in an outpatient setting, other than Physician’s Office or Clinic will 
be subject to Deductible and coinsurance.  Benefits for covered Treatment or 
Service delivered in a Physician’s Office or Clinic will be payable the same as 
any other [Specialist] Physician’s Office or Clinic.]  [Benefits will not exceed 
[$1,000] each calendar year for each insured person.] [Benefits will be 
payable the same as any other [Specialist] Physician Office or Clinic [up to a 
maximum benefit of [$2,000] each calendar year for each insured person]].  
[Benefits will be payable subject to Deductible and coinsurance [up to a 
maximum benefit of [$1,000] each calendar year for each insured person].] 

 
 - Occupational Therapy, Physical Therapy and Speech Therapy, excluding 

Back, Neck and Spine as described above 
 

 Covered Charges will include charges incurred for occupational therapy, 
physical therapy and speech therapy, excluding services described above for 
back, neck and spine, up to a combined maximum benefit of [$2,500 each 
calendar year] for each insured person.  Benefits will be payable the same as 
any other [Specialist] Physician Office or Clinic Service regardless of location 
of service.     
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- Inpatient Services 
 
 Covered Charges will include charges incurred for inpatient rehabilitative services 

in an Inpatient Rehabilitation Facility for each insured person during the Member’s 
[or Dependent’s] lifetime.  Benefits will be payable the same as any other covered 
Treatment or Service up to a maximum of [30 days per calendar year]. 

 
 “Inpatient Rehabilitation Facility” is a Hospital (or a special unit of a Hospital that 

is designated as an Inpatient Rehabilitation bed) that provides rehabilitation health 
services (including but not limited to physical therapy, occupational therapy or 
speech therapy) on an inpatient basis, as authorized by law.   
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
OUTPATIENT LABORATORY SERVICES 
 
 
Benefits Payable 
 
Benefits payable will be as described in the following section, subject to: 
 

- all listed limitations; and 
 

 - All Payment Provisions as listed on GH 410; and 
 
 - the terms and conditions of Utilization Management Program, Coordination With 

Other Benefits, [Medicare Carveout] and [Subrogation and Reimbursement]. 
 
[Outpatient Laboratory Services 
 
When you [or your Dependents] require outpatient Laboratory Services, you or your Physician 
may choose any laboratory you wish.  However, if you use the services of a Laboratory Network 
provider, the benefits will be more favorable. 
 
When utilizing a Laboratory Network provider, there are two ways in which laboratory work is 
completed: 
 

- Specimens are drawn at the Physician's office and are sent to Laboratory Network 
provider for testing; or 

 
- The insured visits a Laboratory Network provider patient service center with a 

Physician's directive and has the specimen drawn.  The specimen is then sent to the 
centralized laboratory for testing. 

 
If you [or a Dependent] go to a Physician's office or clinic and the Physician sends the laboratory 
work to a  Laboratory Network provider for processing, We will pay [100%] of Covered 
Charges for the Laboratory Services[ in excess of the applicable Copay]. 
 
If you [or a Dependent] go to a Physician's office or clinic and the Physician sends the laboratory 
work to a non-Laboratory Network provider for processing, regular benefits will apply, 
including any applicable Copays, Deductibles and coinsurance. [If a professional component is 
billed by a provider not in the Laboratory Network in connection with laboratory testing, said 
professional component will be considered a Covered Charge, including any applicable plan 
Deductible and coinsurance.] 
 
If you [or a Dependent] go to a Laboratory Network provider for processing with a Physician's 
directive, We will pay [100%] of Covered Charges for the Laboratory Services[ in excess of the 
applicable Copay].  [No Copay or Deductible will be applied to these services.]  If the laboratory 
facility is not a provider in the Laboratory Network, regular benefits will apply, including any 
applicable Copays, Deductibles and coinsurance.] [If a professional component is billed by a 
provider not in the Laboratory Network in connection with laboratory testing, said professional 
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component will be considered a Covered Charge, including any applicable plan Deductible and 
coinsurance.] 
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
ADVANCED IMAGING SERVICES 
 
Benefits Payable 
 
Benefits payable will be as described in the following section, subject to: 
 

- all listed limitations; and 
 

 - All Payment Provisions as listed on GH 410; and 
 
 - the terms and conditions of Utilization Management Program, Coordination 

With Other Benefits, [Medicare Carveout] and [Subrogation and 
Reimbursement]. 

 
Payment Conditions 
 
“Advanced Imaging Services” includes all non-emergent outpatient magnetic resonance 
imaging (MRIs), magnetic resonance arteriography (MRAs), computerized axial 
tomography (CT/CTAs), positron emission tomography (PETs), single photon emission 
computerized tomography (SPECTs), or nuclear cardiology imaging, or other similar 
imaging tests and all related services (other than evaluation and management services) 
in an outpatient facility, Physician office or clinic or a freestanding advanced imaging 
facility.  
 
Benefits Payable 
 
- Benefits will be payable for the Advanced Imaging Services determined to be [a 

Covered Charge] [Medically Necessary Care].  Advanced Imaging Services will be 
payable subject to the calendar year Deductible Amount and the applicable 
coinsurance percentage; and 

 
- The general Comprehensive Medical limitations listed in GH 412 O will apply to 

Advanced Imaging Services[; and 
 
- Benefits paid for Advanced Imaging Services will be applied to the Comprehensive 

Medical Overall Lifetime Maximum Payment Limit and this maximum will be 
reduced by the benefits paid]. 

 
Pre-Authorization Requirements 
 
- [Advanced Imaging Services must be pre-authorized prior to Treatment or Service. 

[This pre-authorization is valid for [60 days].] 
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- “Prescribing Provider” is the Physician who orders and obtains the pre-
authorization for the Advanced Imaging Services.  [You should verify that the 
Prescribing Provider has pre-authorized the Advanced Imaging Services so 
benefits are not [denied][reduced].] 

 
[If Advanced Imaging Services are not pre-authorized, no benefits will be payable.] [If 
Advanced Imaging Services are not pre-authorized, benefits will be subject to the 
Utilization Management Program described in GH 407 CC.] 
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
 
EMERGENCY ROOM SERVICES 
 
Benefits Payable 
 
Benefits payable will be as described in the following section, subject to: 
 

- all listed limitations; and 
 

 - All Payment Provisions as listed on GH 410; and 
 
 - the terms and conditions of Utilization Management Program, Coordination With 

Other Benefits, [Medicare Carveout] and [Subrogation and Reimbursement]. 
 
 
Emergency Room Services 
 
Benefits payable for Treatment or Service received at an emergency room will be subject to 
[Copays], [Deductibles][,][ and][ coinsurance] in the following order: 
 

[- First, the emergency room Copay will be applied; and] 
 
[- [Then], the calendar year Deductible; and] 
 
[- [Last,] the applicable coinsurance percentage will be applied.] 

 
[The emergency room Copay, if any: 
 

- will be waived if the insured is admitted to the Hospital immediately following 
emergency room treatment; and 

 
- will not count toward satisfaction of the calendar year Deductible.] 
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
HOME HEALTH CARE AND HOME INFUSION THERAPY 
 
Benefits Payable 
 
Benefits payable will be as described in the following section, subject to: 
 

- all listed limitations; and 
 

 - All Payment Provisions as listed on GH 410; and 
 
 - the terms and conditions of Utilization Management Program, Coordination With Other 

Benefits, [Medicare Carveout] and [Subrogation and Reimbursement]. 
 
 
Home Health Care 
 
 - Covered Charges 
 
  Covered Charges will include charges by a Home Health Care Agency for: 
 

- part-time or intermittent home nursing care by or under the supervision of a registered nurse 
(R.N.); and 

 
- part-time or intermittent home care by a Home Health Aide; and 

 
- physical, occupational, speech, or respiratory therapy; and 

 
- intermittent services of a registered dietician or social worker; and 

 
- drugs and medicines which require a Physician's prescription, (except as specified under 

Home Infusion Therapy Services[ or [Provider Administered] Specialty Prescription 
Drugs as described in GH 412 A]) as well as other supplies prescribed by the attending 
Physician; and 

 
- laboratory services (except as specified under Home Infusion Therapy Services). 

 
  The Home Health Care Services must be: 
 

- rendered in accordance with a prescribed Home Health Care Plan.  The Home Health Care 
Plan must be: 

 
- prescribed by the attending Physician; and 

 
- established prior to the initiation of the Home Health Care Services; and 
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- preapproved by Us prior to the initiation of  the Home Health Care Plan, or in the event that 
services are required on a weekend, We are notified the next following business day.  If 
Home Health Care Services are not preapproved by Us, no benefits will be payable. 

 
In addition, the attending Physician must certify that the Home Health Care Services are necessary 
to prevent, delay or shorten Hospital Inpatient Confinement or Skilled Nursing Facility 
confinement. 
 
[See the [Utilization Management Program in GH 407 CC] [and] [[Provider Administered] 
Specialty Prescription Drugs in GH 412 A].]  

 
 - Benefits Payable 
 

Benefits will be payable the same as for any other covered Treatment or Service up to a 
maximum of [60] Home Health Care visits per calendar year for each insured person.  For each 
covered provider, up to four hours of continuous service will be counted as one visit.  Covered 
providers include a:  Home Health Aide, registered nurse (R.N.), licensed practical nurse 
(L.P.N.), registered dietician, social worker, physical therapist, speech therapist, occupational 
therapist, respiratory therapist, or any other member of the Home Health Care team. 
 
[Benefits paid will be applied to the Comprehensive Medical Overall Lifetime Maximum Payment 
Limit and this maximum will be reduced by the benefits paid.] 

 
 - Limitations 
 

The general Comprehensive Medical limitations listed in GH 412 O will apply to Home Health 
Care.  In addition, Home Health Care Covered Charges will not include charges for: 

 
- more than [60] Home Health Care visits in a calendar year for each insured person; or 

 
- nursing, laboratory or therapy services rendered as part of Home Infusion Therapy 

Services; or 
 

- services provided by a family member or any other person residing in the home; or 
 

- Custodial Care[; or 
 

- [Self Administered] Specialty Prescription Drugs]. 
 
Home Infusion Therapy Services 
 
 - Covered Charges 
 

Covered Charges will include charges by a Home Health Care Agency or a home infusion 
company for the following services:  

 
- intravenous chemotherapy; 

 
- intravenous antibiotic therapy; 
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- intravenous steroidal therapy; 

 
- intravenous pain management; 

 
- intravenous hydration therapy; 

 
- intravenous antiretroviral and antifungal therapy; 

 
- intravenous inotropic therapy; 

 
- total parenteral nutrition; 

 
  - intravenous gamma globulin. 
 
  - intrathecal and epidural; 
 
  - blood and blood products; 
 
  - injectable antiemetics; [and 
 
  - injectable diuretics.  
 
 

The Home Infusion Therapy Services must be: 
 

- rendered in accordance with a prescribed treatment plan.  The treatment plan must be: 
 

- set up prior to the initiation of the Home Infusion Therapy Services; and 
 

- prescribed by the attending Physician; and 
 

- preapproved by Us prior to the initiation of the Home Infusion Therapy Services, or in the 
event that services are required on a weekend, We are notified the next following business 
day.  If Home Infusion Therapy Services are not preapproved by Us, no benefits will be 
payable. 

 
In addition, the attending Physician must certify that Home Infusion Therapy services are 
necessary to prevent, delay or shorten Hospital Inpatient Confinement or Skilled Nursing 
Facility confinement. 
 
[See the Utilization Management Program in GH 407 CC.] 
 
Covered Charges will be limited to drugs; intravenous solutions; Durable Medical Equipment; 
pharmacy compounding and dispensing service; fees associated with drawing blood for the 
purpose of monitoring response to therapy; ancillary medical supplies; nursing services for 
intravenous restarts and dressing changes; and nursing services required due to a Medical 
Emergency. 

 
 - Benefits Payable 
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Benefits will be payable the same as for any other covered Treatment or Service.  Benefits 
payable will be based on Our allowable charge, which is the amount established by Us at the 
time services are preapproved.  The maximum allowable charge for drugs and medicines for 
Home Infusion Therapy Services will be established by Us at the time services are preapproved 
and will not exceed the Average Wholesale Price. 
 
[Benefits paid will be applied to the Comprehensive Medical Overall Lifetime Maximum Payment 
Limit and this maximum will be reduced by the benefits paid.] 

 
 - Limitations 
 

The general Comprehensive Medical limitations listed in GH 412 O will apply to Home 
Infusion Therapy Services.  In addition, Home Infusion Therapy Covered Charges will not 
include charges for: 

 
- services or supplies which are provided under any other section of this booklet for 

services, drugs, equipment, or supplies used in Home Infusion Therapy Services, except as 
specifically provided for in this section; or 

 
- services or supplies for any Home Infusion Therapy Services not specifically provided for in 

this section; or 
 

- services or supplies for any nursing visits, care or services associated with Home Infusion 
Therapy Services other than those identified in this section; or 

 
- services or supplies for other services required to administer therapy in the home setting, 

but which do not involve direct patient contact, including, but not limited to, delivery 
charges and record keeping; or 

 
- services provided by any person who is in your Immediate Family, [or any person residing 

in your Dependent's Immediate Family] or any other person residing in the home[; or 
 

  [- services or supplies for [Provider Administered] Specialty Prescription Drugs as 
described in GH 412 A]. 

 
 
 



 

 
GH 412 K-1 -1- 

DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
PROSTHETICS 
 
 
Benefits Payable 
 
Benefits payable will be as described in the following section, subject to: 
 

- all listed limitations; and 
 

 - All Payment Provisions as listed on GH 410; and 
 
 - the terms and conditions of Utilization Management Program, Coordination With 

Other Benefits, [Medicare Carveout] and [Subrogation and Reimbursement]. 
 
 
Prosthetics 
 
 - Covered Charges 
 

Covered Charges will include charges for prosthetic devices (including external 
electronic voice boxes and similar hand held communications devices after 
laryngectomy and supplies which replace all or part of: 

 
- an absent body part (including contiguous tissue) resulting from sickness, 

injury, or congenital anomalies; or 
 

- the function of a permanently inoperative or malfunctioning body part. 
 

Covered Charges will include the purchase, fitting, and necessary adjustment or 
replacement of the prosthetic device.  In addition, Covered Charges will include 
cleaning and repairs, unless damage results from negligence or abuse of the prosthetic 
device by you [or one of your Dependents]. 
  

 
 - Benefits Payable 
 

Benefits will be payable the same as any other covered Treatment or Service. 
[Benefits paid will be applied to the Comprehensive Medical Overall Lifetime 
Maximum Payment Limit and this maximum will be reduced by the benefits paid.] 

 
Also see GH 410  – Orthotic and Prosthetic Devices and Services. 
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 - Limitations 
 

The general Comprehensive Medical limitations listed in GH 412O will apply to 
prosthetic charges.  In addition, Prosthetic Covered Charges will not include 
prosthetic charges which: 

 
- are in excess of the limits and maximums described in this subsection; or 

 
- are for prosthetic charges that are not prescribed by the attending Physician; and 
 
- are for dental implants. 
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DESCRIPTION OF BENEFITS 
 
MEDICAL EXPENSE INSURANCE 
 
SKILLED NURSING FACILITY CONFINEMENT 
 
 
Benefits Payable 
 
Benefits payable will be as described in the following section, subject to: 
 

- all listed limitations; and 
 

 - All Payment Provisions as listed on GH 410; and 
 
 - the terms and conditions of Utilization Management Program, Coordination With Other 

Benefits, [Medicare Carveout] and [Subrogation and Reimbursement]. 
 
Skilled Nursing Facility Confinement 
 
 - Covered Charges 
 

If you [or a Dependent] is confined in a Skilled Nursing Facility, Covered Charges will include any 
charges incurred for room, board, and other services required for treatment, provided: 

 
 - you [or Dependent] requires daily skilled nursing or skilled rehabilitation care on an inpatient 

basis as determined by Us; and 
 
 - the Skilled Nursing Facility confinement immediately follows a Hospital Inpatient 

Confinement for which benefits were payable under the Group Policy; and 
 
 - the Skilled Nursing Facility confinement results from the sickness or injury that was the 

cause of the Hospital Inpatient Confinement; and 
 
 - the Skilled Nursing Facility confinement begins not later 14 days  after the end of  Hospital 

Inpatient Confinement or begins not later than 14 days after the end of a prior Skilled 
Nursing Facility confinement for which benefits were payable under the Group Policy; and 

 
 - inpatient Skilled Nursing Facility confinement is certified by a Physician as necessary to treat 

a sickness or injury. 
 

The requirements for prior Hospital Inpatient Confinement will be waived if pre-approved by Us.  
If not pre-approved, and the Skilled Nursing Facility care does not follow Hospital Inpatient 
Confinement as described, no benefits will be payable. 

 
[See the Utilization Management Program in GH 407 CC.] 
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 - Benefits Payable 
 

Benefits will be payable the same as for any other Treatment or Service, not to exceed a maximum 
benefit of: 

 
 - [$800] for any one day of Skilled Nursing Facility confinement; and 
 - [60 days] for all Skilled Nursing Facility confinement that result from the same or related 

sickness or injury. 
 

The following services will not be subject to the Skilled Nursing Facility confinement maximums 
as stated above: drugs and medicines (requiring a Physician's prescription) that are not billed by the 
Skilled Nursing Facility, visits by a Doctor of Medicine (M.D.) or Doctor of Osteopathy (D.O.), 
Durable Medical Equipment, and x-ray or laboratory services. 
 
[Benefits paid will be applied to the Comprehensive Medical Overall Lifetime Maximum Payment 
Limit and this maximum will be reduced by the benefits paid.] 

 
 - Limitations 
 

The general Comprehensive Medical limitations listed in GH 412 O will apply to Skilled Nursing 
Facility confinements.  In addition, Skilled Nursing Facility Covered Charges will not include 
Skilled Nursing Facility confinement charges billed by the Skilled Nursing Facility that: 

 
- are in excess of the limits and maximums described in this subsection; or 

 
- are incurred on or after the date the attending Physician stops treatment or ceases to prescribe 

Skilled Nursing Care. 
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DESCRIPTION OF BENEFITS 
 
COMPREHENSIVE MEDICAL 
 
 
Limitations 
 
Covered Charges will not include and no benefits will be paid for: 
 
 - Treatment or Service that is not a Covered Charge; or 
 
 - Treatment or Service that is an Experimental or Investigational Measure; or 
 
 - any part of a charge for  Treatment or Service that exceeds Prevailing Charges; or 
 
 - the services of any person who is in your Immediate Family [or any person in your Dependent's 

Immediate Family]; or 
 
 - Dental Services or materials, including dental implants, except as described under Covered 

Charges and under Anesthesia and Hospitalization Services for Dental Procedures; or 
 
 - eye refractions; vision materials including but not limited to frames or lenses;[ protective coatings 

and UV protection;] or 
 
 - hearing aids [, except as provided under Hearing Aid or Instrument as described on GH 410] [, 

except as provided under Speech or Hearing Loss or Impairment as described on GH 410]; or 
 
 [- acupressure treatment; acupuncture treatment [, except as described under Covered Charges] [and 

under Complementary Medicine]; or] 
 
 - drugs or medicines that do not require a Physician's prescription or have not been approved by the 

Food and Drug Administration for marketing; or 
 

- vitamins, minerals (except prescription potassium supplements), whether or not they require a 
Physician’s prescription) except as provided for under Inherited Metabolic Disease as described on 
GH 410; or 

 
 - nutritional supplements (even if the only source of nutrition), or special diets (whether or not they 

require a Physician's prescription); or 
 
 - wigs or hair prostheses; or 
 
 - Treatment or Service for Cosmetic Treatment and Services, or complications arising therefrom, 

unless the Cosmetic Treatment or Service results from a sickness or an accidental injury and unless 
the Cosmetic Treatment or Service  is completed within [18 months] after the date of that sickness 
or injury; or 
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 - personal hygiene, comfort, or convenience items, whether or not recommended by a Physician, 
including, but not limited to, air conditioners, humidifiers, diapers, underpads, bed tables, tub 
bench, hoyer lift, gait belts, bedpans, physical fitness equipment, stair glides, elevators, lift, 
adaptive equipment for the purpose of aiding in the performance of Activities of Daily Living 
including, but not limited to dressing, bathing, preparation or feeding of meals ; or 

 
 - "barrier free" home modifications, whether or not recommended by a Physician, including, but not 

limited to, ramps, grab bars,  railings or standing frames; or 
 
 - non-implantable communication-assist devices, including, but not limited to, communication 

boards, and computers; or 
 
 - Treatment or Service for work-hardening programs or vocational rehabilitation services; or 
 
 - Treatment or Service leading to, in connection with, or resulting from sexual transformation or 

intersex surgery; or 
 
 - cryopreservation or storage; or 
 
 - Treatment or Service for, education or training (except as provided for under Diabetic Equipment, 

Supplies, and Diabetic Self-Management Training as described on GH 410), developmental delay, 
or learning disorders; or 

 
 - social counseling (except as provided under Hospice Care), marital counseling, or sexual disorder 

therapy; or 
 
 - Treatment or Service for which you [or your Dependent] have no financial liability or that would 

be provided at no charge or at a different charge in the absence of insurance; or 
 
 - Treatment or Service that is paid for or furnished by the United States Government or one of its 

agencies (except as required under Medicaid provisions or Federal law); or 
 
 - Treatment or Service that results from war or act of war; or  
 
 -  Treatment or Service that results from participation in criminal activities, except Treatment or 

Service received as a result of domestic abuse; or 
 
[ - Treatment or Service for and complications related to: 
 
  - human-to-human organ or bone marrow transplants, except as described under Transplant 

Services [or Covered Charges]; or 
  - animal-to-human organ or tissue transplants; or 
  - implantation within the human body of artificial or mechanical devices designed to replace 

human organs; or] 
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- behavior modification or group therapy, except as provided for under [Mental Health or Behavioral 
Treatment Services and Alcohol or Drug Abuse Treatment Services][Mental Health, Behavioral, 
Alcohol or Drug Abuse Treatment Services]; or 

 
- Treatment or Service for [smoking cessation or nicotine addiction [(except as provided under 

Complementary Medicine)]], [caffeine addiction,] gambling addiction, or stress management; or 
 

- Treatment or Service for insertion, removal, or revision of breast implants, unless provided post-
mastectomy; or 

 
- Treatment or Service for any sickness or condition for which the insertion of  breast implants, or 

the fact of having breast implants within the body, was a contributing factor, unless the sickness or 
condition occurs post-mastectomy; or 

 
- Treatment or Service for Kerato-Refractive Eye Surgery for myopia (nearsightedness), hyperopia 

(farsightedness), or astigmatism; or 
 

- charges for telephone calls or telephone consultations or missed appointments; or 
 

- Treatment or Service covered by medical expense insurance issued under the Individual 
Purchase Rights described in this booklet; or 

 
- [Treatment or Service that results from a sickness that is covered by a Workers' Compensation 

Act or other similar law; or] 
 

[- Treatment or Service that results from an injury arising out of or in the course of any employment 
for wage or profit; or] 

 
[- Treatment or service that results: 

 
- from an injury arising out of or in the course of any employment for wage or profit if the 

Member or Dependent is eligible to be covered under a Workers' Compensation Act or other 
similar law; except that this limitation will not apply to partners, proprietors, or corporate 
officers of the employer who are not covered by a Workers' Compensation Act or other 
similar law; or] 

 
- from a sickness covered by a Workers' Compensation Act or other similar law; or] 

 
[- Treatment or Service performed for the purpose of sterilization; or] 

 
- any nursing services (except as described under Covered Charges and as required by state law); or 

 
[- Treatment or Service related to the restoration of fertility or the promotion of conception 

(including reversal of voluntary sterilization), except as provided for under Invitro Fertilization 
Procedures as described on GH 410; or] 

 
[- Treatment or Service performed for the purpose of reversal of voluntary sterilization; or] 
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[- Treatment or Service for foot care with respect to:  corns, calluses, trimming of toenails, chronic 

foot strain, treatment of tarsalgia (fallen arches), metatarsalgia (ball-of-the-foot), or bunion 
(except surgically), treatment of flat feet, treatment of subluxation (recurrent snap or 
displacement of the tendons) of the foot, shoes, shoe orthotics, shoe inserts and arch supports, 
casting for orthotics, or any appliance (including orthotics) except as provided for under Orthotic 
and Prosthetic Devices and Services as described on GH 410; or] 

 
- dietetic counseling, unless provided while you [or one of your Dependents] is Hospital Inpatient 

Confined, or as provided under Home Health Care or Hospice Care, or Diabetic Equipment, 
Supplies, and Diabetic Self-Management Training as described on GH 410; or 

 
- Treatment or Service by any type of health care practitioner not otherwise provided for in the 

Group Policy, unless recognition is state mandated; or 
 

[- drugs or medicines, whether or not they require a Physician's prescription; or] 
 

[- Treatment or Service that is subject to the Preexisting Conditions Exclusion described in this 
booklet; or] 

 
[- Treatment or Service that results from the abortion of a pregnancy, except that benefits will be 

payable for the abortion only if: 
 
  - continuation of the pregnancy would endanger the life of the mother.  However, if medical 

treatment is required because of complications resulting from an abortion, benefits will be 
payable for such medical treatment; or 

 
  - medical treatment is required because of complications resulting from an abortion; or] 
 

[- Treatment or Service that results from pregnancy, except that benefits will be payable for 
Complications of Pregnancy.  Complications of Pregnancy is any condition that greatly affects the 
usual medical treatment of a normal pregnancy; this includes nonelective abortion and cesarean 
section.  [Benefits will be payable for elective abortion only if: 

 
  - continuation of the pregnancy would endanger the life of the mother.  However, if medical 

treatment is required because of complications resulting from an abortion, benefits will be 
payable for such medical treatment; or 

 
  - medical treatment is required because of complications resulting from an abortion; or] 
 

[- [for Dependent Daughters,] Treatment or Service that results from pregnancy or any complication 
that results from a pregnancy; or] 

 
[- Treatment or Service provided outside the United States, unless such Treatment or Service is for a 

Medical Emergency; or] 
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- Treatment or Service provided for weight loss or reduction of obesity, [except as covered under 
Wellness Services] including surgical procedures, even if the insured individual has other health 
conditions which might be helped by weight loss or reduction of obesity; or 

 
- Treatment or Service for Custodial Care; or 

 
- Treatment or Service for maintenance therapy or supportive care or when maximum therapeutic 

benefit (no further objective improvement) has been attained; or 
 

- Treatment or Service for vision therapy or orthoptic therapy; or 
 

- Treatment or Service that is paid for by a Medicare Supplement Insurance Plan; or 
 
 [- charges for e-mail communication or e-mail consultation; or] 
 

 [- charges that are billed incorrectly or separately for Treatment or Services that are an integral part of 
another billed Treatment or Service as determined by Us; or] 

 
 [- Charges for venipuncture when billed with other laboratory services; or] 

 
 [- Charges for lab specimen handling fees when billed with other laboratory services; or] 
 
 - charges for Physician overhead, including but not limited to surgical suites or rooms, or 

equipment used to perform the particular Treatment or Service (i.e. laser equipment); or  
 
 - Treatment or Services for non-synostotic plagiocephaly (positional head deformity); or 
 

  -  Additional charges incurred because care was provided after hours, on a Sunday, holidays or week-
end; or 

 
 - charges for heating pads, heating and cooling units, ice bags or cold therapy units; or 
 
 [- Treatment or Service for unattended home sleep studies; or] 
 
 [- Treatment or Service for nail fungus; or] 
 

  -   Charges for DESI (drugs determined by the Food and Drug Administration as lacking in 
substantial evidence of effectiveness); or 

 
  -  charges for devices used specifically as safety items or to affect performance in sports-related 

activities; or 
 
 - Treatment or Service for gynecomastia (abnormal breast enlargement in males); or 
 

 - Charges for physicals, health examinations, immunizations or screening procedures which are 
performed solely for school, sports, employment immigration physicals, insurance licensing or 
travel; or 
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 - Treatment or Service for hyperhidrosis (excessive sweating); or 
 
 - Treatment or Service for complications of a non-covered Treatment or Service; or 

 
 [- Treatment or Service incurred after termination of coverage under the Group Policy [, except as 

provided under Extended Benefits.]; or] 
 
 - Charges for travel and lodging except as indicated under GH 412 C; or 

 
 [- Molecular genetic testing (specific gene identification) for the purposes of health screening or if 

not part of a treatment regimen for a specific sickness]; or 
 
 - Charges for transportation services except as described for ambulance services; or 

 
 [- Treatment or Service for erectile dysfunction; or] 
 
 - Treatment or Services for standby services; or 
 
 [- Charges for more than one anesthesia provider during the same anesthesia period.  Anesthesia 

provider includes a certified nurse anesthetist or a Physician]; or 
 

  [- Alcohol or drug abuse drugs or medicines or medication management services for maintenance 
therapy or when maximum therapeutic benefit has been attained as determined by Us]; or  

   
  [- Treatment or Services for never events, except for any Treatment or Service by an unrelated 

provider that is needed as a consequence of a never event.  Never events are errors in medical care 
that are clearly identifiable, preventable and serious in their consequences for patients; or] 

 
  [- [Self Administered] Specialty Prescription Drugs charges ([except] [and] charges for the 

administration of the drugs) received other than while Hospital Inpatient Confined; or 
 

 [- [Providered Administered] Specialty Prescription Drug charges ([except] [and] charges for the 
administration of the drugs) received other than while Hospital Inpatient Confined; or] 

 
  [- Treatment or Service for maxillary and mandibular osteotomies; or] 
 
  [- Treatment or Service with growth hormones [for adult growth hormone deficiencies[ and]] [for 

idiopathic short stature]; or] 
 

  [ Treatment or Service for reduction mammoplasty [(except when following a mastectomy); or] 
 
  [- Drugs or medicines which are eligible for coverage under the Prescription Drugs Expense 

Insurance section of the Group Policy, including those for which benefits are not payable under 
that section of the Group Policy, for whatever reason][.] 
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COMPREHENSIVE MEDICAL EXPENSE INSURANCE 
 
UTILIZATION MANAGEMENT PROGRAM 
 
 
Definitions Applicable to the Utilization Management Program 
 
Concurrent Review 
 
Utilization Review conducted during a patient's Hospital stay or course of treatment. 
 
Continued Stay Review 
 
A review by Us of a Physician's report of the need for continued Hospital Inpatient Confinement 
to determine if the continued stay is for [Medically Necessary Care][a Covered Charge]. 
 
Health Professional 
 
An individual who: 
 

- has undergone formal training in a health care field; 
 

- holds an associate or higher degree in a health care field, or holds a state license or 
state certificate in a health care field; and 

 
- has professional experience in providing direct patient care. 

 
[Hospital Admission Review 
 
A review by Us of a Physician's report of the need for Hospital Inpatient Confinement 
(scheduled or emergency) to determine if the confinement is for [Medically Necessary Care][a 
Covered Charge].] 
 
Initial Clinical Review(er) 
 
Clinical review conducted by appropriate licensed or certified Health Professionals.  Initial 
Clinical Review staff may approve requests for admissions, procedures, and services that meet 
clinical review criteria, but must refer requests that do not meet clinical review criteria to a Peer 
Clinical Reviewer for certification or Noncertification. 
 
Noncertification 
 
A decision by Us that an admission, continued stay, or other health care service has been 
reviewed and, based upon the information provided, does not meet Our requirements for 
[Medically Necessary Care][a Covered Charge], appropriateness, health care setting level of care 
or effectiveness, and the request is therefore denied, reduced, or terminated. 
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Notification of Utilization Review Services 
 
Receipt of necessary information to initiate review of a request for Utilization Review services to 
include the patient’s name and your name (if different from patient’s name), attending 
Physician’s name, treatment facility’s name, diagnosis, and date of service. 
 
Ordering Provider 
 
The Physician or other provider who specifically prescribes the health care service being 
reviewed. 
 
Peer Clinical Review(er) 
 
Clinical review conducted by a Physician or other Health Professional when a request for an 
admission, procedure, or service was not approved during the Initial Clinical Review. 
 
In the case of an appeal review, the Peer Clinical Reviewer is a Physician or other Health 
Professional who holds an unrestricted license and is in the same or similar specialty as typically 
manages the medical condition, procedures, or treatment under review.  Generally, as a peer in a 
similar specialty, the individual must be in the same profession, i.e., the same licensure category 
as the Ordering Provider. 
 
[Pretreatment Review 
 
A review by Us of a Physician's report of the need for a listed service to determine if the service 
is for [Medically Necessary Care][a Covered Charge].] 
 
Prospective Review 
 
Utilization Review conducted prior to a patient's stay in a Hospital or other health care facility or 
course of treatment, including any required preauthorization or precertification. 
 
Retrospective Review 
 
Utilization Review conducted after the patient is discharged from a Hospital or other health care 
facility or has completed a course of treatment. 
 
[Second Opinion 
 
An opportunity or requirement to obtain a clinical evaluation by a provider other than the 
provider originally making a recommendation for a proposed Treatment or Service to assess the 
clinical necessity and appropriateness of the proposed service.] 
 
[Second Opinion Consultation Charges 
 
Covered Charges for: 
 

- consultation with a Second Opinion Physician to obtain a second or third opinion 
prior to a surgery for which a Second Opinion is recommended; and 
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- necessary diagnostic, x-ray, or laboratory examinations performed in connection with 
such consultation.] 

 
Urgent Review 
 
Utilization Review that must be completed sooner than a Prospective Review in order to prevent 
serious jeopardy to your or the patient’s life or health or the ability to regain maximum function, 
or in the opinion of a Physician with knowledge of your or the patient’s medical condition, 
would subject you or the patient to severe pain that cannot be adequately managed without 
treatment.  Whether or not there is a need for an Urgent Review is based upon Our determination 
using the judgment of a prudent layperson who possesses an average knowledge of health and 
medicine. 
 
Utilization Review 
 
A set of formal techniques designed to monitor the use of or evaluate the clinical necessity, 
appropriateness, efficacy or efficiency of health care services, procedures, providers, or facilities. 
 
Utilization Management Requirements [(Applicable to medical care received from 
[[Preferred] [Network] Providers)] [and] [Non-[[Preferred] [Network] Providers)] 
 
Benefits payable for [Hospital Inpatient Confinement Charges,] [and] [Observation Services [in 
excess of [47] consecutive hours]] [and] [all charges incurred for services listed below under 
Pretreatment Review] [will][may] be reduced [by [25%]] [(as described below in Benefit 
Penalty) ] [and no benefits will be paid ] unless: 
 

- For [Hospital Inpatient Confinement Charges] , a [Hospital Admission Review] 
[Prenotification] is requested from Us by you, [a Dependent,] or a designated patient 
representative as soon as a [Hospital Inpatient Confinement]  is scheduled, but no later 
than [two business days before] [the day of] a [Hospital Inpatient Confinement] , for 
other than a Medical Emergency; and for a Medical Emergency [within two business 
days] [the next business day] [the next calendar day] of a [Hospital Inpatient 
Confinement]. 

 
[Medical Emergency Admissions are subject to review for medically appropriate care 
from the first day of admission.] 
 
If a [Hospital Admission Review] [Prenotification] is not requested in a timely manner 
as specified above, benefits [will] [may] be reduced as described below in Benefit 
Penalty.  

 
Benefits will be payable only for that part of the [Hospital Inpatient Confinement 
Charges We determine to be [Medically Necessary Care][a Covered Charge]. 
 
Certain exceptions apply to Hospital Inpatient Confinement for childbirth and 
mastectomy and services incidental to a mastectomy. 
 

[- For Observation Services [in excess of [47] consecutive hours], an [Observation 
Review] from Us must be requested by you, [your Dependent] or a designated patient 
representative within [the next calendar day] [the next business day] once Observation 
Services[ exceed [47] consecutive hours].   
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If an [Observation Review] is not requested as required above, benefits [will] [may] be 
reduced as noted below under Benefit Penalty. 
 
Benefits will be payable only for the part of the [Observation Services[ in excess of 
[47] consecutive hours]] We determine to be [Medically Necessary Care] [a Covered 
Charge].]  

 
[- For all charges incurred for services listed below under Pretreatment Review, a 

Pretreatment Review is requested from Us by you[, your Dependent,] or a designated 
patient representative as soon as the service is scheduled but no later than [the day the 
service begins or is continued], unless it is demonstrated that a Medical Emergency 
existed. 

 
Benefits will be payable only for services We determine to be [Medically Necessary 
Care][a Covered Charge].] 

 
[Charges incurred for room, board and other usual services, including Physician Hospital 
Services, that are in excess of those approved by Us for Hospital Inpatient Confinement will not 
be considered Covered Charges.] 
 
[Hospital Admission Review] [Prenotification] [(Applicable to medical care received from 
[[Preferred] [Network] Providers] [and] [Non-][Preferred][Network] Provider)] 
 
A [Hospital Admission Review] [Prenotification] by Us is required for all Hospital Inpatient 
Confinements (scheduled or emergency). 
 
[The following exception applies to Hospital Inpatient Confinement. 
 

[For childbirth, [Medically Necessary Care][a Covered Charge] requirements are waived 
and a [Hospital Admission Review] [Prenotification] is not required for mother and baby, 
for: 

 
 - A 48-hour Hospital Inpatient Confinement following vaginal delivery, not counting 

the day of delivery; or 
 - A 96-hour Hospital Inpatient Confinement following cesarean section, not counting 

the day of delivery. 
 

For mastectomy, Medically Necessary Care requirements are waived and a Hospital 
Admission Review is not required for a 48-hour Hospital Inpatient Confinement following 
a mastectomy. 

 
If you[, a Dependent,] or a designated patient representative fail to request a [Hospital 
Admission Review] [Prenotification] as specified in this section, benefits will be reduced 
as described above. 

 
[However, in no event are benefits payable for normal pregnancy.  Benefits are payable 
only for Complications of Pregnancy as defined in this booklet.] 

 
Exception:  For all Hospital Inpatient Confinement Charges incurred beyond the 48-hour or 
96- hour automatically approved Hospital Inpatient Confinement for childbirth or 
mastectomy, the penalty will be applied beginning the day after the automatically approved 
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time period ends.  Except as waived above, no benefits will be payable for any 
Treatment or Service that is not for [Medically Necessary Care][a Covered Charge]. 

 
For the purpose of these requirements, "Hospital Admission Review" means review by Us of a 
Physician's report of the need for a Hospital Inpatient Confinement, scheduled or emergency, 
(unless it is for an automatically approved Hospital Inpatient Confinement for childbirth or 
mastectomy). 
 
[For the purpose of these requirements, “Prenotification” means notification to Us by you, your 
Dependent, or your designated representative prior to the Hospital Inpatient Confinement.] 
 
[For the purpose of these requirements, “Observation Review” means notification to Us by you 
[or your Dependent] or designated representative prior to Observation Services [in excess of 
[47] consecutive hours].] 
 
The report (verbal or Written) must include the: 
 

- reason(s) for the Hospital Inpatient Confinement; and 
 

- significant symptoms, physical findings, and treatment plan; and 
 

- procedures performed or to be performed during the Hospital Inpatient Confinement; 
and 

 
- estimated length of the Hospital Inpatient Confinement. 

 
If a Hospital Inpatient Confinement will exceed the approved number of days, We will initiate a 
Continued Stay Review.  For the purpose of these requirements, "Continued Stay Review" 
means a review by Us of a Physician's report of the need for continued Hospital Inpatient 
Confinement. 
 
The report (verbal or Written) must include the: 
 

- reason(s) for requesting continued Hospital Inpatient Confinement; and 
 

- significant symptoms, physical findings, and treatment plan; and 
 

- procedures performed or to be performed during the Hospital Inpatient Confinement; 
and 

 
- estimated length of the continued Hospital Inpatient Confinement. 

 
[Pretreatment Review – [(Applicable to medical care received from [[Preferred] [Network] 
Providers] [and] [Non-][Preferred] [Network] Providers)] 
 
A Pretreatment Review by Us [is][may be] required for the services listed below. 
 
If you[, a Dependent,] or a designated patient representative fail to request a Pretreatment 
Review as soon as the service is scheduled, but no later than [the day the service begins or 
continues] [[two] business days prior to the Treatment or Service], benefits [will][may] be 
reduced as described below, unless it is demonstrated that a Medical Emergency existed.  No 
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benefits will be payable for any Treatment or Service that is not for [Medically Necessary 
Care][a Covered Charge]. 
 

[Gynecology Services 
 

[- Dilation and Curettage] 
[- Hysterectomy] 

[ Pelvic Laparoscopy]] 
 

[[Mental Health or Behavioral Treatment Services and Alcohol or Drug Abuse 
Treatment Services][Mental Health, Behavioral, Alcohol or Drug Abuse Treatment 
Services] 
  
 

[If Pretreatment Review is not requested in a timely manner as specified above, 
benefits [will] [may] be reduced by [25%] [to the combined calendar year 
maximum] as described below under Benefit Penalty.] 

 
[- Outpatient Services] 
[- Partial Hospitalization or Day Treatment Services] 
 
[NOTE:  See Mental Health or Behavioral Treatment Services and Alcohol or 
Drug Abuse Treatment Services][Mental Health, Behavioral, Alcohol or Drug 
Abuse Treatment Services] in [GH 411 B] [GH 411 B (HDHP)] [GH 412 B].] 

 
[Otolaryngology Services 

 
[- Tonsillectomy] 
[- Tonsillectomy and Adenoidectomy] 
[- Tonsillectomy, Adenoidectomy, and Tympanostomy Tube Insertion] 
[- Sinus Surgery]] 

 
[Orthopedic Services 

 
[- Carpal Tunnel Release] 
[- Lumbar Laminectomy] 
[- Lumbosacral Spinal Fusion] 
[- Spinal Manipulation]] 

 
Non-emergent [Outpatient] Advanced Imaging Services 

 
[If Pretreatment Review is not requested in a timely manner as specified above, no 
benefits will be payable.] 

 
[-  CT/CTA Scan] 
[- MRI/MRA] 
[- PET] 
[- SPECT] 
[- Nuclear cardiology imaging] 
[- other similar imaging tests] 
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[See Advanced Imaging Services in [GH 411 GG] [GH 411 GG (HDHP)] [GH 412 
GG].] 

 
[Transplants (except cornea and skin)] 
 
[See Transplant Services in [GH 411 C] [GH 411 C (HDHP)] [GH 412 C].] 
 
[Procedures that may be considered Cosmetic Surgery 
 
 [- Blepharoplasty/canthopexy/cantholplasty/brow ptosis] 
 [- Lipectomy or excess fat/skin removal (including panniculectomy)] 
 [- Rhinoplasty/septoplasty/rhytidectomy] 
 [- Pectus excavatum repair] 
 [- Breast reconstruction unrelated to breast cancer 
 [- Breast augmentation] 
 [- Sclerotherapy or surgery for varicose veins]] 
 
[Other procedures and Services 
 
 [- Cyberknife/Gammaknife/Other radiosurgical procedures] 
 [- Somatosenory evoken potential studies] 
 [- Cognitive skills development] 
 [- Hyperbaric Oxygen Therapy] 
 [- Osteochondral allograft/knee] 
 [- Cochlear device and/or implantation] 
 [- Negative pressure wound therapy pump] 
 [- Artificial Intervertebral disc surgery] 
 [- Spinal Fusion] 
 [- Uvulopalatopharyngoplasty, including laser-assisted procedures] 
 [- Genetic testing] 
 [- Use of Bone Morphogenic Protein] 
 [- OncoType DX ] 
 [- CT Colonscopy/Capsular endoscopy] 

 [- Orthognathic surgery procedures, bone grafts, osteotomies and surgical 
management of the temporomandibular joint]] 

 
[Elective (non-emergent) transportation 
 
 [- ambulance] 
 [- all transfers via air ambulance]] 
 
[Self Administered] [Provider Administered] Specialty Prescription Drugs  
 

[If Pretreatment Review is not requested in a timely manner as specified above, no 
benefits will be payable.] 
 
[If Pretreatment Review is not requested in a timely manner as specified above, 
benefits [will] [may] be reduced by [25%] [to the combined calendar year 
maximum] as described below in Benefit Penalty.] 

 
 [- Prior authorization are required for [Self Administered] [Provider 

Administered] Specialty Prescription Drugs.  Please refer to this drug list 
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available on-line at the Principal Life Insurance Company website 
www.principal.com.  If you [or your Dependent] do not have internet access, a 
paper copy of this list may be requested by calling Principal Life Insurance 
Company at the number shown on your ID card.] 

 
[See [Self Administered] [Provider Administered] Specialty Prescription Drugs in 
GH 411 B (HDHP) for benefit penalties that may apply.] 
 
[See [Self Administered] Specialty Prescription Drugs in GH 432 for benefit 
penalties that may apply.] 
 

For the purpose of these requirements, a "Pretreatment Review" means a review by The Principal 
of a Physician's report of a proposed service on the Pretreatment Review list, unless the service is 
a Medical Emergency. 
 
The report (verbal or Written) must include the: 
 

- reason(s) for the proposed service; and 
 

- significant symptoms, physical findings, treatment history, and proposed treatment 
plan. 

 
Benefit Penalty 
 
[The [25%] reduction in benefits payable is a penalty for failure to comply with any of the 
Utilization Management Requirements described above.  The reduction: 
 
- will not count toward satisfaction of the Out-of-Pocket Expense limits amount shown in 

[GH 104 B] [GH 104 B (HDHP)] [GH 104 A]; and 
 
- will not exceed [$2,000] per individual each calendar year.]] 
 
The [$2,000] amount listed above may be satisfied by any one (or any combination) of the 
[Covered Charges][Medically Necessary Care benefits]:  
 
- [Utilization Management Requirement for [Hospital Inpatient Confinement Charges][,] 

[Observations Services [in excess of [47] consecutive hours]].] 
 
- [Pretreatment Review for [Mental Health or Behavioral Treatment Services and Alcohol or 

Drug Abuse Treatment Services][Mental Health, Behavioral, Alcohol or Drug Abuse 
Treatment Services] [,] [Non-Emergent] [Outpatient] [Advanced Imaging 
Services][,][and] [Provider Administered] Specialty Prescription Drugs].] 

 
[In addition to the benefit reduction described above, see [[Provider Administered] 
Specialty Prescription Drugs in [GH 411 A] [GH 411 A (HDHP)],[GH 412 
A]][[Outpatient Services [and for Partial Hospitalization or Day Treatment Services] as 
described in [Mental Health or Behavioral Treatment Services and Alcohol or Drug Abuse 
Treatment Services][Mental Health, Behavioral, Alcohol or Drug Abuse Treatment 
Services] in [GH 411 B] [GH 411 B (HDHP)][GH 412 B]] [Transplants Services in [GH 
411 C] [GH 411 C (HDHP)] [GH 412 C]] [Advanced Imaging Services in [GH 411 GG] 
[GH 411 GG (HDHP)] [GH 412 GG]] [Home Health Care and Home Infusion Therapy 
Services in [GH 411 I] [GH 411 I (HDHP)] [GH 412 I]] [and] [Skilled Nursing Facility 
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Confinement in [GH 411 M] [GH 411 M (HDHP)] [GH 412 M]] for additional prior 
approval requirements.]   
 

- Notice of Utilization Review 
 

For purposes of satisfying the claims processing requirements, receipt of claim will be 
considered to be met when We receive Notification of Utilization Review Services.  We 
may request additional information to substantiate loss or require a Signed unaltered 
authorization to obtain that information from the provider. Failure to comply with Our 
request could result in declination of Utilization Review services. 

 
If you, your Dependent, or designated patient representative fails to follow Our procedures 
for filing a claim for a [Hospital Admission Review,] [Prenotification] a Prospective 
Review, or an Urgent Review, We will notify you, your Dependent, or designated patient 
representative of the failure and the proper procedures to be followed. 

 
- Utilization Review Program 
 
 - Prospective Review 
 

For an initial Prospective Review, a decision and notification of the decision will be 
made within 15 calendar days of the date We receive Notification of Utilization 
Review Services.   If a decision cannot be made due to insufficient information, We 
will either issue a Noncertification or send an explanation of the information needed 
to complete the review prior to expiration of the 15 calendar days.  If We do not 
issue a Noncertification and requests additional information to complete the review, 
you, the patient, the attending Physician or other Ordering Provider, or the facility 
rendering the service is permitted up to 45 calendar days to provide the necessary 
information.  We will render a decision within 15 calendar days of either receiving 
the necessary information or the expiration of 45 calendar days, if no additional 
information is received.  For certifications, We will provide notification to the 
attending Physician or other Ordering Provider, the facility rendering service and 
you or the patient.  Upon request, We will provide Written notification of the 
certification.  For Noncertifications, notification will be made in Writing to the 
attending Physician or other Ordering Provider, the facility rendering service and 
you or the patient. 

 
 - Urgent Prospective Review 
 

For Urgent Review of a Prospective Review, a decision and notification of the 
decision will be made within 72 hours of the date We receive Notification of 
Utilization Review Services. If a decision cannot be made due to insufficient 
information, We will either issue a Noncertification or send an explanation of the 
information needed to complete the review within 24 hours of receipt of Notification 
of Utilization Review Services.  If We do not issue a Noncertification and requests 
additional information to complete the review, you, the patient, the attending 
Physician or other Ordering Provider, or the facility rendering the service is permitted 
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up to 48 hours to provide the necessary information.  We will render a decision within 
48 hours of either receiving the necessary information or if no additional information 
is received, the expiration of the 48 hours to provide the specified additional 
information.  For certifications, We will provide notification to the attending 
Physician or other Ordering Provider, the facility rendering service and you or the 
patient.  Upon request, We will provide Written notification of the certification. For 
Noncertifications, notification will be made in Writing to the attending Physician or 
other Ordering Provider, the facility rendering service and you or the patient. 

 
 - Concurrent Review 
 

For a Concurrent Review that does not involve an Urgent Concurrent Review, a 
request to extend a course of treatment beyond the period of time or number of 
treatments previously approved by Us will be decided within the timeframes and 
according to the requirements for Prospective Review. 

 
For an Urgent Concurrent Review, a request to extend a course of treatment beyond 
the period of time or number of treatments previously approved by Us will be decided 
and notification of the decision will be made within 24 hours of receipt of the 
Notification of Utilization Review Services if the request is made at least 24 hours 
prior to the expiration of the previously approved period or number of treatments.  If 
a request is made less than 24 hours prior to the expiration of the previously approved 
period or number of treatments, a decision and notification of the decision will be 
made within 72 hours of receipt of the Notification of Utilization Review Services. 

 
 - Retrospective Review 
 

  For a Retrospective Review, a decision and notification of the decision will be made 
within 30 calendar days after We receive Notification of Utilization Review Services.  
If a decision cannot be made due to insufficient information, We will either issue a 
Noncertification or send an explanation of the information needed to complete the 
review prior to the expiration of the 30 calendar days.  If We do not issue a 
Noncertification and requests additional information to complete the review, you, the 
patient, the attending Physician or other Ordering Provider, or the facility rendering 
the service is permitted up to 45 calendar days to provide the necessary information.  
We will render a decision within 15 calendar days of either receiving the necessary 
information or the expiration of 45 calendar days, if no additional information is 
received.  For certifications, We will provide notification to the attending Physician 
or other Ordering Provider, the facility rendering service and you or the patient.  
Upon request, We will provide Written notification of the certification.  For 
Noncertifications, notification will be made in Writing to the attending Physician or 
other Ordering Provider, the facility rendering service and you or the patient. 

  
 - Request for Reconsideration 
 

  When an initial decision is made not to certify an admission or other service and no 
peer-to-peer conversation has occurred, the Peer Clinical Reviewer that made the 
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initial decision will be made available within one (1) business day to discuss the 
Noncertification decision with the attending Physician or other Ordering Provider 
upon their request.  If the original Peer Clinical Reviewer is not available, another 
Peer Clinical Reviewer will be made available to discuss the review. 

 
At the time of the conversation, if the reconsideration process is unable to resolve the 
difference of opinion regarding a decision not to certify, you [or your Dependent,] or 
a designated patient representative will be informed of their right to initiate an appeal 
and the procedure to do so. For certifications, We will provide notification to the 
attending Physician or other Ordering Provider, the facility rendering service and you 
or the patient.  Upon request, We will provide Written notification of the certification.  
For Noncertifications, notification will be made in Writing to the attending Physician 
or other Ordering Provider, the facility rendering service and you or the patient. 

 
 - Appeal of Noncertifications 
 

You [your Dependent], or a designated patient representative has the right to request 
two appeal reviews of any utilization management decision by telephone, fax, or in 
Writing.  We will make a full and fair review of the Noncertification.  The first level 
of appeal review must be completed before filing a civil action or pursuing any other 
legal remedies. 

 
 - Expedited Appeal Review and Voluntary Appeal Review 
 

  An Expedited Appeal Review is a request, usually by telephone but can be Written, 
for a review of a decision not to certify an Urgent Review.  An Expedited Appeal 
Review must be requested within 180 calendar days of the receipt of a 
Noncertification.   

 
  A decision and notification of the decision on the expedited appeal of an Urgent 

Review decision will be made within 72 hours from request of an expedited appeal 
review. Written or electronic notification of the appeal review outcome will be 
provided.  

 
  If the Noncertification is affirmed on the appeal review, you [or your Dependent] or a 

designated patient representative can request a voluntary appeal.  The appeal may be 
requested by telephone, fax or in Writing.  You, [ your Dependent] or a designated 
patient representative  may submit Written comments, documents, records and other 
information relating to the request for appeal.  We will make a decision within 30 
calendar days of request for a voluntary appeal.  However, if the appeal cannot be 
processed due to incomplete information, We will send a Written explanation of the 
additional information that is required or an authorization for you [your Dependent,] 
or a designated patient representative’s Signature so information can be obtained 
from the attending Physician or other Ordering Provider.  This information must be 
sent to Us within 45 calendar days of the date of the Written request for the 
information or as required by state law.  Failure to comply with the request for 
additional information could result in declination of the appeal.  A decision will be 
made and notification of the outcome will be provided within 30 calendar days of the 
receipt of all necessary information to properly review the appeal request or as 
required by state law.   
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  Election of a second appeal is voluntary and does not negate you or the patient’s right 

to bring civil action following notification of the decision rendered during the 
expedited appeal, nor does it have any effect on you or the patient’s rights to any 
other benefit under the Group Policy.  We offer the voluntary appeal process in an 
effort that the claim may be resolved in good faith without legal intervention.  At 
anytime during the second appeal process, you or the patient may file a civil action or 
pursue any other legal remedies.   

 
   Note:  The expedited appeal process does not apply to Retrospective Reviews.   
 
 - Standard Appeal Review and Voluntary Appeal Review 
 

A standard appeal may be requested either in Writing or verbally.  It must be 
requested within 180 calendar days of the receipt of a Noncertification.  A decision 
and notification of the decision will be made in Writing to you, [your Dependent,] or 
a designated patient representative. 

 
If the Noncertification is affirmed on the appeal review, you [or your Dependent,] or 
a designated patient representative can request a voluntary appeal.  The appeal may 
be requested by telephone, fax or in Writing.  You [your Dependent,] or a designated 
patient representative may submit Written comments, documents, records, and other 
information relating to the request for appeal.  We will make a decision within 30 
calendar days of request for a voluntary appeal.  However, if the appeal cannot be 
processed due to incomplete information, We will send a Written explanation of you 
[your Dependent,] or a designated patient representative’s Signature so information 
can be obtained from the attending Physician or other Ordering Provider.  This 
information must be sent to Us within 45 calendar days of the date of the Written 
request for the information or as required by state law.  Failure to comply with the 
request for additional information could result in declination of the appeal.  A 
decision will be made and notification of the outcome will be provided within 30 
calendar days of the receipt of all necessary information to properly review the appeal 
request or as required by state law.   

 
Election of a second appeal is voluntary and does not negate You or the patient’s 
right to bring civil action following notification of the decision rendered during the 
standard appeal, nor does it have any effect on you or the patient’s rights to any other 
benefit under the Group Policy.  We offer the voluntary appeal process in an effort 
that the claim may be resolved in good faith without legal intervention.  At anytime 
during the second appeal process, you or the patient may file a civil action or pursue 
any other legal remedies.   
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DESCRIPTION OF BENEFITS 
 
PRESCRIPTION DRUGS EXPENSE INSURANCE 
 
 
Payment Condition 
 
[For [Self Administered] Specialty Prescription Drugs:  If drugs and medicines are prescribed 
to treat you [or your Dependent’s] sickness or injury, We will pay [100%] of the charges, in 
excess of the [[Deductible] [and] [Copay amount] described in this section] [Copay amount of 
[25%] of Covered Charges up to [$2,000] per calendar year].]   
 
 [For all other Prescription Drugs:]  If drugs and medicines are prescribed to treat you [or one 
of your Dependents], We will pay [100%] of the charges in excess of the [Deductible and] 
Copay amount [up to a maximum benefit of [$100] per calendar year] as described in the 
Summary of Benefits Section].] 
 
Benefit payment will be limited to: 
 

- Covered Charges as described in this section; and 
 

[- for certain qualified Maintenance Drugs and Medicines, a 90-day supply for each 
prescription and each refill [(not applicable to [Self Administered] Specialty 
Prescription Drugs)]; and] 

 
- [for all other drugs and medicines,] not more than [a 30-day supply] [the greater of a 

34-day supply or a 100-unit dose] [not applicable to [Self Administered] Specialty 
Prescription Drugs which are not more than a [30]-day supply] for each prescription 
and each refill; and 

 
- prescriptions filled by a Member Pharmacy; and 

 
[- for [Self Administered] Specialty Prescription Drugs, prescriptions must be filled by 

a Specialty Pharmacy.] 
 
If you [or a Dependent] use a Nonmember Pharmacy, Prescription Drugs Covered Charges less 
the [Deductible and] Copay may only be reimbursed up to the amount determined by the 
Payment Schedule established by Us for each prescription or refill. 
 
[Payment Conditions 

 
[If drugs and medicines are prescribed to treat your [or your Dependent’s] sickness or injury, We 
will pay [100%] of the charges in excess of the [Deductible and] Copay Amount to a maximum 
benefit of: 
 
[a. [$250] per calendar year] for [non-sedating antihistamine prescription drugs; and 
 
[b. [$250] per calendar year for [anti-inflamatory prescription drugs; and [$500] per calendar 

year for];[and ] 
 
[c. [$500] per calendar year for all other drugs.]] 
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If you [or your Dependent] use a Nonmember Pharmacy, Prescription Drugs Covered charges 
less [Deductible and] the Copay may only be reimbursed up to the amount determined by the 
Payment Schedule established by Us for each prescription or refill.] 
 
Prescription Drugs Utilization Review Program 
 
[For Maintenance Drugs and Medicines 
 
A prescription will not be refilled if there is a previously dispensed quantity for the same 
prescription (for the same insured person) and the dispensing date for the current prescription is 
earlier than the date on which approximately [66.6%] of the previously dispensed quantity would 
be expected to last if the previously dispensed quantity was consumed based on the dosage 
instructions provided by the Physician.] 
 
[For all other Drugs and Medicines 
 
A prescription will not be refilled if there is a previously dispensed quantity for the same 
prescription or refill (for the same insured person) and the previously dispensed quantity of the 
drug or medicine was for: 
 

- less than a 15-day supply and the dispensing date for the current prescription is more 
than four days before a previously dispensed supply would be exhausted; or 

 
- more than a 14-day supply and the dispensing date for the current prescription is more 

than ten days before the previously dispensed supply would be exhausted; or 
 

- more than a 14-day supply and the dispensing date for the current prescription is 
earlier than the date on which approximately [66.6%] of the previously dispensed 
quantity would be expected to last if the previously dispensed quantity was consumed 
based on the dosage instructions provided by the Physician. 

 
Exhaustion of the previously dispensed supply is determined based on when the last dose of the 
medicine or drug would have been consumed if the previously dispensed supply was consumed 
by the prescription date.  Prescriptions may be refilled prior to exhaustion of a previously 
dispensed quantity for the same prescription or refill for up to a 30 day quantity once per 
calendar year. 
 
For certain drugs or classes of drugs designated by Us, We reserve the right to: 
 

- require prior authorization for dispensing; and 
 

- limit payment of benefits for specified quantities; and] 
 
- require the dispensing of certain drugs before paying benefits for another drug within 

a given class, as established by Us.  
 
[For [Self Administered] Specialty Prescription Drugs, prior authorization may be 
required.]  [If [Self Administered] Specialty Prescription Drugs are [not pre-authorized][,] 
[determined not to be medically necessary] [or] [filled at other than a Specialty 
Pharmacy][,] [no benefits will be payable].]  See the Utilization Management Program in 
GH 407 CC.]   
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Prescription Drugs Covered Charges 
 
Prescription Drugs Covered Charges will be the actual cost charged to you [or your Dependent] 
but only to the extent that the actual cost charged does not exceed the maximum amount allowed 
under the Payment Schedule as established by Us. 
 
Prescription Drugs Covered Charges will include charges for: 
 

- the following diabetic supplies: 
 
  - insulin and other antihyperglycemic medications; and 
  [- disposable insulin needles/syringes; and] 
  [- disposable blood/urine glucose/acetone testing agents (e.g., Chemstrips, Acetest 

tablets, and Clinitest tablets; and] 
  [- lancets; and] 
  - glucometers (limited to no more than one each calendar year); and 
  - alcohol swabs; and 
 

- compounded medications [ (except for compound medications that use an injectable 
drug)] in which at least one ingredient is a Prescription Legend Drug.  
[Reimbursement for compounded medications will be up to [135%] of Average 
Wholesale Price of the most expensive active ingredient;] and 

 
- the following injectable medications; epinephrine, glucagons, triptans, and drugs to 

treat deep vein thrombosis; and 
 

[- tretinoin for individuals under 26 years of age; and] 
 

[- legend contraceptives except injectables or devices; and] 
 

- any other drug or medicine that can be legally dispensed only  when prescribed by a 
Physician; and  

 
[-  [Self Administered] Specialty Prescription Drugs if dispensed at a Specialty 

Pharmacy]; and 
 
[- over the counter drugs for [proton pump inhibitors] [and] [non-sedating 

antihistamines] [and] [laxatives] [and] [H2 Blockers] [and] antihistamines] 
prescribed by a Physician].   

 
[In no event will the maximum amount allowed under the Payment Schedule for each 
prescription or refill exceed the Average Wholesale Price [less 13%].] 
 
Definitions 
 
“Average Wholesale Price” means the published cost of a drug product that is used as a 
benchmark to calculate discount fees and Deductibles. 
 
["Brand Name Prescription Drug/Brand Name Drug" means a drug that is customarily 
recognized throughout the pharmaceutical profession as the original or trademarked preparation 
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of a drug entity and for which the Food and Drug Administration (FDA) has given marketing 
approval.] 
 
["Formulary" means a comprehensive listing of drugs by therapeutic class or diagnosis that 
provides drug therapy guidelines and cost comparisons for prescribers.] 
 
["Generic Prescription Drugs" mean pharmaceutical products manufactured and sold under their 
chemical, common, or official name or a drug that We identify as a Generic Drug.  Classification 
of a Prescription Drug as a Generic is determined by Us and not by the manufacturer or 
pharmacy.  We classify a Prescription Drug as a Generic based on available data resources, 
therefore, all products identified as a “generic” by the manufacturer or pharmacy may not be 
classified as a Generic by Us.]   
 
["Maintenance Drugs and Medicines" mean a medicinal substance that by law can only be 
dispensed by a prescription and is taken on a regular or long term basis to treat chronic medical 
conditions to include: coronary artery disease (angina); diabetes (including, diabetic supplies, 
e.g., insulin antihyperglycemic medications, disposable insulin needles/syringes; lancets; 
disposable blood/urine glucose/acetone testing agents, e.g., Chemstrips, Acetest tablets, and 
Clinitest tablets); glucometers (limited to one each calendar year, and alcohol swabs);  
hypertension; glaucoma; thyroid disease; seizure disorders; hyperlipidemia; congestive heart 
failure; clotting disorders; chronic obstructive pulmonary disease; [and] hormonal deficiencies 
(hormone replacement); [Attention-Deficit/Hyperactivity Disorder (ADHD);] [narcolepsy;] 
[arthritis;] [gout;] [Parkinson’s disease;] [asthma;] [antineoplastics;] [immunosuppressives;] and 
[Human Immunodeficiency Virus (HIV)] [potassium supplements] [proton pump inhibitor 
drugs] and [pancreatic enzymes].  Maintenance Drugs and Medicines will also include legend 
oral contraceptives.] [Maintenance Drugs and Medicines will not include [Self Administered] 
Specialty Prescription Drugs.] 
 
"Member Pharmacy" means any pharmacy which has contracted with [Us] [ the designated 
pharmacy benefit manager] to dispense prescription drugs for which benefits are provided under 
the Group Policy. 
 
"Non-Member Pharmacy" means any pharmacy which has not contracted with [Us] [the 
designated pharmacy benefit manager] to become a Member Pharmacy. 
 
"Payment Schedule" means the maximum reimbursement amount allowed under the program as 
established by Us. 
 
 ["Preferred Brand Name Prescription Drugs" mean a list of drugs established by Us that are 
considered to be clinically appropriate and cost effective.  The Preferred Brand Name drugs list 
is a subset (i.e., a shorter list) of the Formulary list.] 
 
[Prescription Drug Copay means a specified dollar amount that must be paid by a you [or one of 
your Dependents] for each prescription and each refill. The Prescription Drug Copay amount will 
not be applied to the Comprehensive Medical Deductible Amount or [Out-of-Pocket Expense 
Limits] [Coinsurance Maximums].] 
 
[Prescription Drug Deductible Amount means a specified dollar amount of Prescription Drugs 
Covered Charges that must be incurred by you [or one of your Dependents]  before benefits will 
be payable under the Group Policy. The Prescription Drug Deductible Amount will not be 
applied to the Comprehensive Medical Deductible Amount or [Out-of-Pocket Expense limit] 
[Coinsurance Maximums].] 
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"Prescription Legend Drugs" mean any medicinal substance, the label of which under the Federal 
Food, Drug and Cosmetic Act is required to bear the legend, "Caution, Federal Law prohibits 
dispensing without a prescription." 
 
[“Reference Drug” means the prescription drug in select therapeutic classes as established by 
Us.] 
 
[“Reference Drug Price” means the negotiated rate by Us for the Reference Drug.] 
 
[[“Self Administered] Specialty Prescription Drugs” are drugs and medicines as determined by 
The Principal, that are typically expensive, self-injectable biotechnology drugs used to treat 
certain chronic conditions.  Insulin and other antihyperglycemic, epinephrine, glucagons, 
triptans, injectable contraceptives and drugs used to treat deep vein thrombosis are not 
considered [Self Administered] Specialty Prescription Drugs.]  
 
[A complete list of [Self Administered] Specialty Prescription Drugs is available on-line at the 
Principal Life Insurance Company website www.principal.com.  Drugs not on the list are not 
considered [Self Administered] Specialty Prescription Drugs.] [See the Utilization Management 
Program described in GH 407 CC.] 
 
[“Specialty Pharmacy” means a pharmacy designated by [Us] to dispense [Self Administered] 
Specialty Prescription Drugs.]   
 
[“Tier 1 Prescription Drug” means a list of prescription drugs established by Us.] 
 
[“Tier 2 Prescription Drugs” means a list of prescription drugs established by Us.] 
 
[“Tier 3 Prescription Drugs” means a list of prescription drugs established by Us.] 
 
[“Tier 4 Prescription Drugs” means a list of prescription drugs established by Us.] 
 
[“Tier 5 Prescription Drugs” means a list of prescription drugs established by Us.] 
 
[“Tier 6 Prescription Drugs” means a list of prescription drugs established by Us.] 
 
 
Limitations 
 
Prescription Drugs Covered Charges will not include and no benefits will be paid for: 
 

- drugs or medicines that are not for Covered Charges; or 
 

 - drugs or medicines that are Experimental or Investigational; or 
 
- drugs or medicines that can be purchased without a Physician's prescription, except as 

described under Prescription Drugs Covered Charges; or 
 

- drugs or medicines dispensed by a Hospital, Skilled Nursing Facility, rest home, or 
other institution in which you [or a Dependent] are confined; or 
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- drugs or medicines delivered or administered by the prescriber; or 
 

- drugs or medicines prescribed or dispensed by any person in your Immediate Family 
[or any person in your Dependent's Immediate Family]; or 

 
[- tretinoin prescribed for individuals 26 years of age or older; or] 

 
[- vitamins, singly or in combination[.][; or]  [Exception:  legend prenatal vitamins are 

covered; or] [Except those vitamins listed on the Formulary; or]] 
 

[- dietary supplements; or] 
 

[- contraceptives, non-oral dosage forms, excluding patches and vaginal rings; or] 
 

[- contraceptives, oral or other, whether medication or device; or] 
 

- therapeutic devices or appliances, including hypodermic needles, syringes, support 
garments and other non-medicinal substances, regardless of intended use,[ except as 
specifically provided above under Prescription Drug Covered Charges]; or 

 
- [infertility drugs], immunization agents, biological sera, blood, blood plasma, 

[injectables ((other than insulin, antihyperglycemic medications, epinephrine, 
glucagon, triptans, [and] drugs to treat deep vein thrombosis][, and] [Self 
Administered] Specialty Prescription Drugs]) or any prescription directing parenteral 
administration or use; or 

 
- administration of any drug or medicine; or 

 
- any prescription or refill in excess of the number directed by the Physician or any 

refill dispensed more than one year after the prescription date; or 
 

- drugs or medicines for which you [or a Dependent] have no financial liability or that 
would be provided at no charge or at a different charge in the absence of insurance; or 

- drugs or medicines paid for or furnished by the United States Government or one of 
its agencies (except as required under Medicaid provisions or Federal law); or 

 
- drugs or medicines provided as the result of a sickness or injury that is due to war or 

act of war; or 
 

- drugs or medicines provided as the result of a sickness or injury that is due to 
participation in criminal activities[, except drugs or medicines received as a result of 
domestic abuse]; or 

 
[- drugs or medicines covered by medical expense insurance issued under the Individual 

Purchase Rights described in this booklet; or] 
 

[- drugs or medicines provided as the result of a sickness that is covered by a Workers' 
Compensation Act or other similar law; or] 

 
[- drugs or medicines provided as the result of an injury arising out of or in the course of 

any employment for wage or profit; or] 
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[- drugs or medicines provided as the result of: 
 

- an injury arising out of or in the course of any employment for wage or profit if 
you [or your Dependent] are eligible to be covered under a Workers' 
Compensation Act or other similar law; except that this limitation will not apply 
to partners, proprietors, or corporate officers of the employer who are not 
covered by a Workers' Compensation Act or other similar law; or 

 
- a sickness covered by a Workers' Compensation Act or other similar law; or] 

 
- growth hormones[ for adult growth hormone deficiencies [and]] [for idiopathic short 

stature]; or 
 

- cosmetic, and health and beauty aids; or 
 

- Levonorgestrel (Norplant); or 
 

- dermatologicals used as hair growth stimulants; or any other drugs or medicines used 
for cosmetic purposes; or 

 
- drugs labeled "Caution-limited by Federal law to investigational use," or 

experimental, even though a charge is made to the individual; or 
 

[- topical dental fluorides; or] 
 

[- DESI drugs (drugs determined by the Food and Drug Administration as lacking in 
substantial evidence of effectiveness); or] 

 
- drugs or medicines that are lost, stolen or spilled; or 

 
- smoking deterrent medications containing nicotine or any other smoking cessation 

aids, all dosage forms; or 
 

- anorectics (any drug used for the purpose of weight control); or 
 
- minerals.  [Exception:  Potassium supplements are covered]; [Except those minerals 

listed on the Formulary]; or 
 

[- progesterone, all dosage forms; or] 
 

[- drugs or medicines prescribed or dispensed outside the United States, except those 
provided or dispensed in connection with a Medical Emergency; or] 

 
- [hematinics; or] 

 
- [drugs or medicines for the treatment of onychomycosis (nail fungus);]or 

 
- drugs or medicines that are paid for by a Medicare Supplement Insurance Plan; or 

 
 [- non-sedating antihistamines; or 
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 - drugs or medicines prescribed for treatment leading to, in connection with or resulting 
from sexual transformation or intersex surgery; or 

 
 [- drugs or medicine for the treatment of erectile dysfunction]. 
 
 
Payment, Denial and Review 

 
Any transaction at a pharmacy for prescription drug benefits is not a claim for benefits under the 
Employee Retirement Income Security Act (ERISA).  To file a claim for benefits when utilizing 
a Member Pharmacy[ or Specialty Pharmacy], contact the pharmacy benefit manager at the 
telephone number listed on your [or your Dependent’s] identification card or contact Us.  To file 
a claim for benefits when utilizing a Nonmember Pharmacy or when an identification card is not 
utilized at a Member Pharmacy[ or Specialty Pharmacy], submit a prescription drug claim form 
to the pharmacy benefit manager. 
 
Written proof of loss must be sent to the pharmacy benefit manager or Us within [12 months] 
after the date of loss.  For purposes of satisfying the claim processing requirements, receipt of 
claim will be considered to be met when the pharmacy benefit manager or We receive proof of 
loss.  Proof of loss includes the patient’s name, your name (if different from the patient’s name), 
prescription drug name, and date prescription drug dispensed.  The pharmacy benefit manager or 
We may request additional information to substantiate the loss or require a Signed unaltered 
authorization to obtain that information from the provider.  Failure to comply with Our request or 
the request of pharmacy benefit manager could result in declination of the claim.   
 
The Employee Retirement Income Security Act (ERISA) permits up to 30 calendar days from 
receipt of claim for processing the claim.  If a claim cannot be processed due to incomplete 
information, the pharmacy benefit manager or We will send a Written explanation prior to the 
expiration of the 30 calendar days.  The claimant is then allowed up to 45 calendar days to 
provide all additional information requested.  The pharmacy benefit manager or We will render a 
decision within 15 calendar days of either receiving the necessary information or upon the 
expiration of 45 calendar days if no additional information is received.   
 
In actual practice, benefits under the Group Policy may be payable sooner, provided the  
pharmacy benefit manager or We receive complete and proper proof of loss.  If a claim is not 
payable or cannot be processed, the pharmacy benefit manager or We will submit a detailed 
explanation of the basis for its denial. 
 
A Claimant may request an appeal of a claim denial by Written request to Us within 180 
calendar days of receipt of notice of the denial.  We will make a full and fair review of the claim.  
The Principal may require additional information to make the review.  We will notify the 
claimant in Writing of the appeal decision within 60 calendar days of receiving the appeal 
request.  The first level of appeal review must be completed before filing a civil action or 
pursuing any other legal remedies.   
 
After exhaustion of the formal appeal process, a claimant may request a voluntary appeal.  The 
appeal must be requested in Writing.  The claimant may submit Written comments, documents, 
records and other information relating to the claim for benefits. We will make a determination 
within 60 calendar days of request for a voluntary appeal.   However, if the appeal cannot be 
processed due to incomplete information, Us will send a Written explanation of the additional 
information that is required or an authorization for the claimant’s Signature so information can 
be obtained from the provider.  This information must be sent to Us within 45 calendar days of 
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the date of the Written request for the information or as required by state law.  Failure to comply 
with the request for additional information could result in declination of the appeal.  A 
determination will be made and notification of the outcome will be provided within 60 calendar 
days of the receipt of all necessary information to properly review the appeal request or as 
required by state law.    
 
Election of a second appeal is voluntary and does not negate the claimant’s right to bring civil 
action following the first appeal, nor does it have any effect on the claimant’s right to any other 
benefits under this Group Policy.  We offer the voluntary appeal process in an effort that the 
claim may be resolved in good faith without legal intervention.  At anytime during the voluntary 
appeal process, the claimant may file a civil action or pursue any other legal remedies.   
 
For purposes of this section, “claimant” means you [or your Dependent]. 
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DESCRIPTION OF BENEFITS 
 
MAIL SERVICES PRESCRIPTION DRUGS EXPENSE INSURANCE 
 
 
Payment Conditions 
 
Subject to the terms and limitations of the Group Policy summarized in this booklet, if 
Maintenance Drugs and Medicines are prescribed to treat you [or one of your Dependents], We 
will pay 100% of charges in excess of the  [Deductible and] Copay amount as described in the 
Summary of Benefits Section. 
 
Benefit payment will be limited to: 
 

- prescribed maintenance medications which are necessary to treat a chronic or long-
term sickness or injury and that can be legally dispensed only when prescribed by a 
Physician; and 

 
- a [90-day] supply for each prescription and each refill; and 

 
- prescriptions which are filled through the pharmacy designated by Us to administer 

the mail order prescription drugs program. 
 

[Payment Conditions 
 

[If drugs and medicines are prescribed to treat your [or your Dependent’s] sickness or injury, We 
will pay [100%] of the charges in excess of the [Deductible and] Copay Amount to a maximum 
benefit of: 
 
[a. [$250] per calendar year] for [non-sedating antihistamine prescription drugs; and 
 
[b. [$250] per calendar year for [anti-inflamatory prescription drugs; and [$500] per calendar 

year for];[and ] 
 
[c. [$500] per calendar year for all other drugs.]] 
 
If you [or your Dependent] use a Nonmember Pharmacy, Prescription Drugs Covered charges 
less [Deductible and] the Copay may only be reimbursed up to the amount determined by the 
Payment Schedule established by Us for each prescription or refill.] 
 
Prescription Drugs Utilization Review Program 
 
A prescription will not be refilled if there is a previously dispensed quantity for the same 
prescription (for the same insured person) and the dispensing date for the current prescription is 
earlier than the date on which approximately [66.6%] of the previously dispensed quantity would 
be expected to last if the previously dispensed quantity was consumed based on the dosage 
instructions provided by the Physician. 
 
For certain drugs or classes of drugs designated by Us, We reserve the right to: 
 

- require prior authorization for dispensing; and 
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[- limit payment of benefits for specified quantities; and] 
 
[- require the dispensing of certain drugs before paying benefits for another drug within 

a given class, as established by Us.]] 
 
Definitions 
 
“Average Wholesale Price” means the published cost of a drug product that is used as a 
benchmark to calculate discount fees and Deductibles. 
 
["Brand Name Prescription Drug/Brand Name Drug" means a drug that is customarily 
recognized throughout the pharmaceutical profession as the original or trademarked preparation 
of a drug entity and for which the Food and Drug Administration (FDA) has given  marketing 
approval.] 
 
["Formulary" means a comprehensive listing of drugs by therapeutic class or diagnosis that 
provides drug therapy guidelines and cost comparisons for prescribers.] 
 
["Generic Prescription Drugs" mean pharmaceutical products manufactured and sold under their 
chemical, common, or official name or a drug that We identify as a Generic Drug.  Classification 
of a Prescription Drug as a Generic is determined by Us and not by the manufacturer or 
pharmacy.  We classify a Prescription Drug as a Generic based on available data resources, 
therefore, all products identified as a “generic” by the manufacturer or pharmacy may not be 
classified as a Generic by Us.]   
 
"Maintenance Drugs and Medicines" mean a medicinal substance that by law can only be 
dispensed by a prescription and is taken on a regular or long term basis to treat chronic medical 
conditions to include: coronary artery disease (angina); diabetes (including, diabetic supplies, 
e.g., insulin, antihyperglycemic medications, disposable insulin needles/syringes; lancets; 
disposable blood/urine glucose/acetone testing agents, e.g., Chemstrips, Acetest tablets, and 
Clinitest tablets); glucometers (limited to one each calendar year) and alcohol swabs,  
hypertension, glaucoma; thyroid disease; seizure disorders; hyperlipidemia; congestive heart 
failure; clotting disorders; chronic obstructive pulmonary disease; [and] hormonal deficiencies 
(hormone replacement); [Attention-Deficit/Hyperactivity Disorder (ADHD);] [narcolepsy;] 
[arthritis;] [gout;] [Parkinson’s disease;] [asthma;] [antineoplastics;] [ immunosuppressive;] and 
[Human Immunodeficiency Virus (HIV)][.] [,] [potassium supplements] [proton pump inhibitor 
drugs] [and] [pancreatic enzymes].   Maintenance Drugs and Medicines will also include legend 
oral contraceptives. 
 
"Payment Schedule" means the maximum reimbursement amount allowed under the program as 
established by Us. 
 
["Preferred Brand Name Prescription Drugs" mean a list of drugs established by Us that are 
considered to be clinically appropriate and cost effective.  The Preferred Brand Name Drugs list 
is a subset (i.e., a shorter list) of the Formulary list.] 
 
[Prescription Drug Copay means a specified dollar amount that must be paid by you [or one of 
your Dependents] for each prescription and each refill. The Prescription Drug Copay amount will 
not be applied to the Comprehensive Medical Deductible Amount or [Out-of-Pocket Expense 
Limits] [Coinsurance Maximums].] 
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[Prescription Drug Deductible Amount means a specified dollar amount of Prescription Drugs 
Covered Charges that must be incurred by you [or one of your Dependents]  before benefits will 
be payable under the Group Policy. The Prescription Drug Deductible amount will not be applied 
to the Comprehensive Medical Deductible Amount or [Out-of-Pocket Expense limit] 
[Coinsurance Maximums].] 
 
"Prescription Legend Drugs" mean any medicinal substance, the label of which under the Federal 
Food, Drug and Cosmetic Act is required to bear the legend, "Caution, Federal Law prohibits 
dispensing without a prescription." 
 
[“Reference Drug” means the prescription drug in select therapeutic classes as established by 
Us.] 
 
[“Reference Drug Price” means the negotiated rate by Us for the Reference Drug.] 
 
[“Tier 1 Prescription Drug” means a list of prescription drugs established by Us.] 
 
[“Tier 2 Prescription Drugs” means a list of prescription drugs established by Us.] 
 
[“Tier 3 Prescription Drugs” means a list of prescription drugs established by Us.] 
 
[“Tier 4 Prescription Drugs” means a list of prescription drugs established by Us.] 
 
[“Tier 5 Prescription Drugs” means a list of prescription drugs established by Us.] 
 
[“Tier 6 Prescription Drugs” means a list of prescription drugs established by Us.] 
 
Mail Service Pharmacy 
 
We have contracted with [John Doe Corporation], a mail service pharmacy to administer this 
program. 
 
[90-Day] Supplies 
 
Typically, prescriptions submitted to the Pharmacy will be filled in [90-day] supplies.  Please 
have your Physician contact the Pharmacy at the toll-free number shown on your order form if 
there are any questions. 
 
How to Order From the Pharmacy 
 
Your initial order consists of three parts: the Written prescription from your Physician; a 
Patient/Profile Order form with preaddressed envelope; and a Copay.  These are described 
below. You should allow 14 days for your order to be completed and shipped to you.  All orders 
are mailed either by Federal Express or First Class U.S. Mail.  If you wish to have your order 
shipped Federal Express, you will need to pay the cost.  
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The Written Prescription 
 
When obtaining your prescription, be sure to ask your Physician to specify the following 
information: 
 

- patient name; 
 

- prescription for a [90-day] supply of medication (the Physician should indicate the 
total number of pills required for that period of time.  For example, [270] tablets 
would be needed for medication that must be taken three times a day.); 

 
- refills (many maintenance drugs can be prescribed for up to one year; therefore, a 

prescription for a [90-day] supply may specify up to three refills.); 
 

- Physician's signature. 
 
Also, it is very important to include your name, address, and social security number on the 
prescription form, so that eligibility for the program can be verified when the Pharmacy receives 
the order. 
 
Patient Profile/Order Form 
 
Included in the installation package you receive, as well as with each order shipped, is the Patient 
Profile/Order Form.  This form is to be completed and sent in the preaddressed envelope with 
each order.  The Patient Profile/Order Form provides information concerning eligibility in 
addition to health and allergy conditions pertaining to each covered person. 
 
Copay 
 
A check or money order for the correct Copay must accompany each order.  The Copay amount 
is described in the Summary of Benefits Section.  You may also be able to charge your Copay to 
a credit card as explained on the Patient Profile/Order Form.  Please do not send cash. 
 
Refills or Follow-up Orders 
 
Each filled order you receive includes Refill Ordering Instructions, a Patient/Profile Order Form, 
and a preaddressed envelope.  Orders for refills should be placed approximately 30 days before 
the current supply or medication is expected to run out. 
 
Special Situations 
 
If a maintenance medication is prescribed for immediate use, you should obtain two 
prescriptions--one for a 14-day supply to be filled immediately at a local Member Pharmacy, and 
a second for an extended [90-day] supply with refills, to be filled by the mail service pharmacy. 
 
Questions 
 
If you have a question concerning medication or a particular order, you can call the pharmacy's 
customer service number.  The toll-free number is shown on your order form. 
 
Also included with each order filled is a Patient Counseling information sheet which has specific 
information about the medication included with the order. 
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Limitations 
 
Prescription Drugs Covered Charges will not include and no benefits will be paid for: 
 

- drugs or medicines that are not for Covered Charges; or 
 
 - drugs or medicines that are Experimental or Investigational; or 
 

- drugs or medicines (other than insulin) that can be purchased without a Physician's 
prescription; or 

 
- drugs or medicines dispensed by a Hospital, Skilled Nursing Facility, rest home, or 

other institution in which you [or a Dependent] are confined; or 
 

- drugs or medicines delivered or administered by the prescriber; or 
 

- drugs or medicines prescribed or dispensed by any person in your Immediate Family 
[or any person in your Dependent's Immediate Family]; or 

 
[- tretinoin prescribed for individuals 26 years of age or older; or] 

 
[- vitamins, singly or in combination[.][; or]  [Exception:  legend prenatal vitamins are 

covered; or] [Except those vitamins listed on the Formulary; or] 
 

[- dietary supplements; or] 
 

[- contraceptives, non-oral dosage forms, excluding patches and vaginal rings; or] 
 

[- contraceptives, oral or other, whether medication or device; or] 
 

- therapeutic devices or appliances, including hypodermic needles, syringes, support 
garments and other non-medicinal substances, regardless of intended use,[ except as 
specifically provided above under Prescription Drug Covered Charges]; or 

 
- [infertility drugs], immunization agents, biological sera, blood, blood plasma, 

[injectables (other than insulin, antihyperglycemic medications, epinephrine, 
glugacon, triptans, and drugs used to treat deep vein thrombosis)] or any prescription 
directing parenteral administration or use; or 

 
- administration of any drug or medicine; or 

 
- any prescription or refill in excess of the number directed by the Physician or any 

refill dispensed more than one year after the prescription date; or 
 

- drugs or medicines for which you [or a Dependent] have no financial liability or that 
would be provided at no charge or at a different charge in the absence of insurance; or 

 
- drugs or medicines paid for or furnished by the United States Government or one of 

its agencies (except as required under Medicaid provisions or Federal law); or 
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- drugs or medicines provided as the result of a sickness or injury that is due to war or 
act of war; or 

 
- drugs or medicines provided as the result of a sickness or injury that is due to 

participation in criminal activities[, except drugs or medicines received as a result of 
domestic abuse]; or 

 
[- drugs or medicines covered by medical expense insurance issued under the Individual 

Purchase Rights described in this booklet; or] 
 

[- drugs or medicines provided as the result of a sickness that is covered by a Workers' 
Compensation Act or other similar law; or] 

 
[- drugs or medicines provided as the result of an injury arising out of or in the course of 

any employment for wage or profit; or] 
 

[- drugs or medicines provided as the result of: 
 

- an injury arising out of or in the course of any employment for wage or profit if 
you [or your Dependent] are eligible to be covered under a Workers' 
Compensation Act or other similar law; except that this limitation will not apply 
to partners, proprietors, or corporate officers of the employer who are not 
covered by a Workers' Compensation Act or other similar law; or 

 
- a sickness covered by a Workers' Compensation Act or other similar law; or] 

 
- growth hormones[ for adult growth hormone deficiencies[ and]] [for idiopathic short 

stature]; or 
 

- cosmetic, and health and beauty aids; or 
 

- Levonorgestrel (Norplant); or 
 

- dermatologicals used as hair growth stimulants; or any other drugs or medicines used 
for cosmetic purposes; or 

 
- drugs labeled "Caution-limited by Federal law to investigational use," or 

experimental, even though a charge is made to the individual; or 
 

[- topical dental fluorides; or] 
 

[- DESI drugs (drugs determined by the Food and Drug Administration as lacking in 
substantial evidence of effectiveness); or] 

 
- drugs or medicines that are lost, stolen or spilled; or 

 
- smoking deterrent medications containing nicotine or any other smoking cessation 

aids, all dosage forms; or 
 

- anorectics (any drug used for the purpose of weight control); or 
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- minerals.  [Exception:  Potassium supplements are covered]; [Except those minerals 
listed on the Formulary;]or 

 
[- progesterone, all dosage forms; or] 

 
[- drugs or medicines prescribed or dispensed outside the United States, except those 

provided or dispensed in connection with a Medical Emergency; or] 
 

- [hematinics; or] 
 

- [drugs or medicines for the treatment of onychomycosis (nail fungus);] or 
 

- drugs or medicines that are paid for by a Medicare Supplement Insurance Plan; or 
 
 [- non-sedating antihistamines; or] 
 
 - drugs or medicines prescribed for treatment leading to, in connection with or resulting 

from sexual transformation or intersex surgery; or 
 
 [- drugs or medicine for the treatment of erectile dysfunction]. 
 
Group Medical Drug Insurance 
 
Insurance for prescribed drugs and medications will continue to be available under the 
[Comprehensive Medical Expense Insurance] and under [the regular prescription drug program]. 
Under the Comprehensive Medical Expense Insurance, a calendar year Deductible must first be 
satisfied and then benefits will be payable as described in the Summary of Benefits section. 
 
Payment, Denial and Review 

 
Any transaction at a pharmacy for prescription drug benefits is not a claim for benefits under the 
Employee Retirement Income Security Act (ERISA).  To file a claim for benefits when utilizing 
a Member Pharmacy, contact the pharmacy benefit manager at the telephone number listed on 
your [or your Dependent’s] identification card or contact Us.  To file a claim for benefits when 
utilizing a Nonmember Pharmacy or when an identification card is not utilized at a Member 
Pharmacy, submit a prescription drug claim form to the pharmacy benefit manager. 
 
Written proof of loss must be sent to the pharmacy benefit manager or Us within [12 months] 
after the date of loss.  For purposes of satisfying the claim processing requirements, receipt of 
claim will be considered to be met when the pharmacy benefit manager or We receive proof of 
loss.  Proof of loss includes the patient’s name, your name (if different from the patient’s name), 
prescription drug name, and date prescription drug dispensed.  The pharmacy benefit manager or 
We may request additional information to substantiate the loss or require a Signed unaltered 
authorization to obtain that information from the provider.  Failure to comply with Our request or 
the request of pharmacy benefit manager could result in declination of the claim.   
 
The Employee Retirement Income Security Act (ERISA) permits up to 30 calendar days from 
receipt of claim for processing the claim.  If a claim cannot be processed due to incomplete 
information, the pharmacy benefit manager or We will send a Written explanation prior to the 
expiration of the 30 calendar days.  The claimant is then allowed up to 45 calendar days to 
provide all additional information requested.  The pharmacy benefit manager or We will render a 
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decision within 15 calendar days of either receiving the necessary information or upon the 
expiration of 45 calendar days if no additional information is received.   
 
In actual practice, benefits under the Group Policy may be payable sooner, provided the 
pharmacy benefit manager or We receive complete and proper proof of loss.  If a claim is not 
payable or cannot be processed, the pharmacy benefit manager or We will submit a detailed 
explanation of the basis for its denial. 
 
A Claimant may request an appeal of a claim denial by Written request to Us within 180 
calendar days of receipt of notice of the denial.  We will make a full and fair review of the claim.  
We may require additional information to make the review.  We will notify the claimant in 
Writing of the appeal decision within 60 calendar days of receiving the appeal request.  The first 
level of appeal review must be completed before filing a civil action or pursuing any other legal 
remedies.   
 
After exhaustion of the formal appeal process, a claimant may request a voluntary appeal.  The 
appeal must be requested in Writing.  The claimant may submit Written comments, documents, 
records and other information relating to the claim for benefits.  We will make a determination 
within 60 calendar days of request for a voluntary appeal.   However, if the appeal cannot be 
processed due to incomplete information, We will send a Written explanation of the additional 
information that is required or an authorization for the claimant’s Signature so information can 
be obtained from the provider.  This information must be sent to Us within 45 calendar days of 
the date of the Written request for the information or as required by state law.  Failure to comply 
with the request for additional information could result in declination of the appeal.  A 
determination will be made and notification of the outcome will be provided within 60 calendar 
days of the receipt of all necessary information to properly review the appeal request or as 
required by state law.    
 
Election of a second appeal is voluntary and does not negate the claimant’s right to bring civil 
action following the first appeal, nor does it have any effect on the claimant’s right to any other 
benefits under this Group Policy.  We offer the voluntary appeal process in an effort that the 
claim may be resolved in good faith without legal intervention.  At anytime during the voluntary 
appeal process, the claimant may file a civil action or pursue any other legal remedies.   
 
For purposes of this section, “claimant” means you [or your Dependent]. 
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CLAIM PROCEDURES 
 
 
Notice of Claim 
 
Written notice of claim must be given to Us within 20 calendar days after the date of loss.  
Failure to give notice within the time specified will not invalidate or reduce any claim if notice is 
given as soon as reasonably possible. 
 
Claim Forms 
 
[Except in the case of medical care received from [Preferred][Network] Providers], claim forms 
and other information needed to prove loss must be filed with Us in order to obtain payment of 
benefits.  The [Policyholder][Employer] will provide forms to assist you in filing claims.  If the 
forms are not provided within 15 calendar days after We receive such notice of claim, you will 
be considered to have complied with the requirements of the Group Policy regarding proof of 
loss upon submitting, within the time specified below for filing proof of loss, Written proof 
covering the occurrence, character and extent of the loss. 
 
Proof of Loss 
 
Completed claim forms and other information needed to prove loss should be filed promptly.  
Written proof of loss should be sent to Us within [12 months] after the date of loss.  For purposes 
of satisfying the claim processing requirements, receipt of claim will be considered to be met 
when We receive proof of loss.  Proof of loss includes the patient’s name, your name (if different 
from patient’s name) provider of services, dates of service, diagnosis, description of Treatment 
or Service provided and extent of the loss.  We may request additional information to 
substantiate your loss or require a Signed unaltered authorization to obtain that information from 
the provider.  Your failure to comply with such request could result in declination of the claim. 
 
Payment, Denial, and Review 
 
The Employment Retirement Income Security Act (ERISA) permits up to 30 calendar days from 
receipt of claim for processing the claim.  If a claim cannot be processed due to incomplete 
information, We will either deny the claim or send a Written explanation requesting information 
prior to the expiration of the 30 calendar days.  If We do not deny the claim and request 
additional information to complete the review, the claimant is then allowed up to 45 calendar 
days to provide all additional information requested.  We will render a decision within 15 
calendar days of either receiving the necessary information or upon the expiration of 45 calendar 
days if no additional information is received.     
 
In actual practice, benefits will be payable sooner, provided We receive complete and proper 
proof of loss.  If a claim is not payable or cannot be processed, We will submit a detailed 
explanation of the basis for the denial. 
 
A claimant may request an appeal of a claim denial by Written request to Us within 180 calendar 
days of receipt of the notice of denial.  We will make a full and fair review of the claim.  We 
may require additional information to make the review.  We will notify the claimant in Writing 
of the appeal decision within 60 calendar days of receiving the appeal request.  The first level of 
appeal review must be completed before filing a civil action or pursing any other legal remedies. 
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After exhaustion of the formal appeal process, a claimant may request a voluntary appeal.  The 
appeal must be requested in Writing.  The claimant may submit Written comments, documents, 
records and other information relating to the claim for benefits.  We will make a determination 
within 60 calendar days of request for a voluntary appeal.  However, if the appeal cannot be 
processed due to incomplete information, We will send a Written explanation of the additional 
information that is required or an authorization for the claimant’s Signature so information can 
be obtained from the provider.  This information must be sent to Us within 45 calendar days of 
the date of the Written request for the information or as required by state law.  Failure to comply 
with the request for additional information could result in declination of the appeal.  A 
determination will be made and notification of the outcome will be provided within 60 calendar 
days of the receipt of all necessary information to properly review the appeal request or as 
required by state law. 
 
Election of a second appeal is voluntary and does not negate the claimant’s right to bring civil 
action following the first appeal, nor does it have any effect on the claimant’s right to any other 
benefit under the Group Policy.  We offer the voluntary appeal process in an effort that the claim 
may be resolved in good faith without legal intervention.  At anytime during the voluntary appeal 
process, the claimant may file a civil action or pursue any other legal remedies.   
 
For purpose of this section, “claimant” means Member or Dependent. 
 
Medical Examinations 
 
We may have the person whose loss is the basis for claim examined by a Physician. We will pay 
for these examinations and will choose the Physician to perform them.  
 
Legal Action 
 
Legal action with respect to a claim may not be started earlier than 90 calendar days after proof 
of loss is filed and before the appeal procedures have been exhausted.  Further, no legal action 
may be started later than three years after proof is required to be filed. 
 
Time Limits 
 
All time limits listed in this section will be adjusted as required by law. 
 
Recoding of Procedures 
 
When a claim contains one or more procedure codes with the same date of service, We may 
review the claim to determine whether it contains, among other things, coding irregularities 
(including duplicative or combined codes), coding conflicts or coding errors.  We will base such 
review on generally recognized and authoritative coding resources, including but not limited to 
Current Procedural Terminology (CPT) or Healthcare Common Procedure Coding Systems 
(HCPCS). 
 
If We determine, in its own discretion, that the claim may be more appropriately codes using the 
same or different codes, the claim will be recoded and processed accordingly to determine the 
allowable amount and extent of benefits.   
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Facility of Payment For Medical Insurance 
 
We will normally pay all benefits to you. However, if the claimed benefits result from a 
Dependent's sickness or injury, We may make payment to the Dependent. Also, in the special 
instances listed below, payment will be as indicated. All payments so made will discharge Us to 
the full extent of those payments. 
 

- If payment amounts remain due upon your death, those amounts may, at Our option, 
be paid to your estate, spouse, child, parent, or provider of medical services. 

 
- If We believe a person is not legally able to give a valid receipt for a benefit payment, 

and no guardian has been appointed, We may pay whoever has assumed the care and 
support of the person. 

 
[- Benefits payable to a [PPO][Network] Provider will be paid directly to the 

[PPO][Network] Provider on behalf of you or a Dependent.] 
 

[- Benefits payable to a Laboratory Network provider for outpatient Laboratory 
Services will be paid directly to the facility.] 

 
[- Benefits payable to Transplant Network provider designated by Us for the sole 

purpose of providing Transplant Services will be paid directly to the Transplant 
Network provider.] 

 
[- Benefits payable to a Non-[PPO] [Network] Provider will be paid directly to you [or 

your Dependent].]  
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MEDICAL EXPENSE INSURANCE 
 

COORDINATION WITH OTHER BENEFITS 
 
 
Applicability 
 
These Coordination of Other Benefits (COB) provisions apply to This Plan when you [or one of 
your Dependents] have health care insurance under more than one Plan.  "Plan" and "This Plan" are 
defined below. 
 
If the COB provision applies, the order of benefit determination rules should be looked at first.  
Those rules determine whether the benefits of This Plan are determined before or after those of 
another plan.  The benefits of This Plan: 
 
 - Will not be reduced when, under the order of benefit determination rules, This Plan 

determines its benefits before another plan; but 
 
 - May be reduced when, under the order of benefits determination rules, another plan 

determines its benefits first. 
 
Benefits paid under all other Plans plus the sum of benefits paid under the Group Policy will not 
exceed the [lesser of the financial liability of the Member [or Dependent] or the] Prevailing Charge 
of Us for a Treatment or Service [or another amount as agreed to by Us and the provider]. 
 
Definitions 
 
"Plan" is any of these which provides benefits or services for, or because of, medical care or 
treatment. 
 
 - any insured or noninsured group, service, prepayment, or other program arranged 

through an employer, trustee, union, or association; and 
 

[*]- any program required or established by state or Federal law (including Medicare Parts A 
and B[and C and D]); and 

 
 - any program sponsored by or arranged through a school or other educational agency; 

and 
 
 - the first-party medical expense provisions of any automobile policy issued under a 

no-fault insurance statute and traditional fault-type contracts. 
 
The term Plan will not include benefits provided under a student accident policy, nor will the term 
Plan include benefits provided under a state medical assistance program where eligibility is based 
on financial need. 
 

[*Not applicable to persons subject to the Medicare Carveout provisions as described in the 
Medicare Carveout Section.] 
 
Primary Plan/Secondary Plan: The order of benefit determination rules determine whether This 
Plan is a “Primary Plan” or a “Secondary Plan” when compared to another Plan covering the 
person.   
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When this Plan is Primary, its benefits are determined before those of any other Plan and without 
considering any other Plan’s benefits.  When this Plan is Secondary, its benefits are determined after 
those of another Plan and may be reduced because of the Primary Plan’s benefits.   

 
Allowable Expense:  A health care service or expense, including Deductibles, coinsurance, and 
Copayments, if any, that is covered at least in part by any of the Plans covering the person for whom 
benefits are claimed.  When a Plan provides benefits in the form of services (for example an HMO), 
the reasonable cash value of each service will be considered an allowable expense and a benefit 
paid.  An expense or service that is not covered by any of the plans is not an allowable expense.  
The following are examples of expenses or services that are not allowable expenses: 
 

- If a covered person is confined in a private Hospital room, the difference between the 
cost of a semi-private room in the hospital and the private room, (unless the patient’s 
stay in a private Hospital room is medically necessary in terms of Generally Accepted 
medical practice, or one of the Plans routinely provides coverage for Hospital private 
rooms) is not an Allowable Expense.  

 
- The amount a benefit is reduced by the Primary Plan because a covered person does not 

comply with the Plan provisions.  Examples of these provisions are second surgical 
opinions, precertification of admissions and preferred provider arrangements. 

 
"Claim Determination Period" means the part of a calendar year during which you or a Dependent 
would receive benefit payments under This Plan if this section were not in force. 
 
Effect on Benefits 
 
Benefits otherwise payable under This Plan for Allowable Expenses during a Claim Determination 
Period may be reduced if: 
 
 - benefits are payable under any other Plan for the same Allowable Expenses; and 
 
 - the rules listed below provide that benefits payable under the other Plan are to be 

determined before the benefits payable under This Plan. 
 
The reduction will be the amount needed to provide that the sum of payments under This Plan plus 
benefits payable under the other Plan(s) is not more than the total of Allowable Expenses. Each 
benefit that would be payable in the absence of this section will be reduced proportionately.  Any 
such reduced amount will be charged against any applicable benefit limit of this Plan. 
 
For this purpose: 
 
 - benefits payable under other Plans will include the benefits that would have been paid 

had claim been made for them; 
 

[*]- for any person covered by Medicare Part A, benefits payable will include benefits 
provided by Medicare Part B [,C] [and D] whether or not the person is covered under 
that Part B. 

 
[*Not applicable to persons subject to the Medicare Carveout provisions as described in Medicare 
Carveout Section.] 
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Order of Benefit Determination 
 
General.  Except as described below under Medicare Exception, the benefits payable of a Plan that 
does not have a coordination of benefits provision similar to the provision described in this section 
will be determined before the benefits payable of a Plan that does have such a provision.  In all other 
instances, the order of determination will be: 
 
Rules.  This Plan determines its order of benefits using the first of the following rules which 
applies: 
 
 - Non-Dependent/Dependent.  The plan which covers the person as an employee, 

member, or subscriber (that is, other than as a Dependent) are determined before those 
of the plan which covers the person as a Dependent. Exception: If the person is also a 
Medicare beneficiary, and as a result of the rule established by Title XVIII of the Social 
Security Act and implementing regulations, Medicare is: 

 
  - Secondary to the Plan covering the person as a Dependent and 
 
  - Primary to the Plan covering the person as other than a Dependent (e.g. a retired 

employee), then the benefits of the Plan covering the person as a Dependent are 
determined before those of the Plan covering that person as other than a 
Dependent.  [This provision is not applicable to persons subject to the Medicare 
Carveout provision described in this booklet.] 

 
 - Dependent Child--Parents Not Separated or Divorced. If a child is covered by both 

parents' Plans, the Plan of the parent whose birthday falls earlier in the calendar year will 
be determined before those of the Plan of the parent whose birthday falls later in that 
year.  But, if both parents have the same birthday or if the other Plan does not have a 
birthday rule, and as a result the Plans do not agree on the order of benefits, the benefits 
of the Plan which covered a parent longer are determined before those of the Plan which 
covered the other parent for a shorter period of time. 

 
However, if the other Plan does not have the rule described above, but instead has a 
rule based upon the gender of the parent, and if, as a result, the Plans do not agree on 
the order of benefits, the rule in the other Plan will determine the order of benefits. 

 
 - Dependent Child--Separated or Divorced Parents.  If a child of legally separated or 

divorced parents is covered under two or more Plans, benefits for the child are 
determined in this order: 

 
  - First, the Plan of the parent with custody of the child; 
 
  - Then, the Plan of the spouse of the parent with custody of the child; and 
 
  - finally, the Plan of the parent not having custody of the child. 
 

However, if the specific terms of a court decree state that one of the parents is 
responsible for the health care expenses of the child, and the entity obligated to pay or 
provide the benefits of the Plan of that parent has actual knowledge of those terms, 
the benefits of that Plan are determined first.  This paragraph does not apply for any 
Claim Determination Period or Plan year during which any benefits are actually paid 
or provided before the entity has that actual knowledge. 
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 - Joint Custody.  If the specific terms of a court decree state that the parents shall share 

joint custody, without stating that one of the parents is responsible for the health care 
expenses of the child, the Plans covering the child shall follow the order of benefit 
determination rules for Dependent children of parents who are not separated or divorced. 

 
 - Active/Inactive Employee.  The benefits of a Plan which covers a person as an 

employee who is neither laid-off nor retired are determined before those of a Plan which 
covers that person as a laid-off or retired employee.  The same would hold true if a 
person is a dependent of a person covered as a retiree and an employee.  If the other Plan 
does not have this rule, and if, as a result, the Plans do not agree on the order of benefits, 
this rule will not apply. 

 
 - Continuation of Coverage.  If a person for whom coverage is provided under a right of 

continuation according to Federal or state law is also covered under another Plan, the 
following will be the order of benefit determination: 

 
  - first, the benefits of a Plan covering the person as an employee, Member or 

subscriber (or as that person's Dependent); 
  - second, the benefits under the continuation coverage. 
 
 If the other Plan does not have the rule described above, and if, as a result, the Plans do 

not agree on the order of benefits, this rule will not apply. 
 
 - Longer/Shorter Length of Coverage.  If none of the above rules determine the order of 

benefits, the benefits of the Plan which covered an employee, Member, or subscriber 
longer are determined before those of the Plan which covered that person for the shorter 
time. 

 
Medicare Exception 
 
Unless otherwise required by Federal law, benefits payable under Medicare will be determined 
before the benefits payable under the Group Policy.  Federal law will usually apply in such 
instances if: 
 
 - the benefits are applicable to an active [(rather than a retired)] Member or to that 

Member's spouse; and 
 
 - the Member's employer has 20 or more employees. 
 
[For person's subject to Medicare Carveout provisions, the benefits payable under the Group Policy 
will be directly reduced by medicare benefits, as described in this booklet.] 
 



 
GH 166 (R) -5- 

How COB Works 
 
Example 1:  The natural father is insured as a Member under This Plan.  Company A covers the 
natural mother.  Company B covers the stepfather.  The natural mother has custody of the child and 
the divorce decree does not establish financial responsibility for medical, dental, or other health care 
expenses. 
 
The following order of benefits would apply to the child: 
 
 1. Company A would be Primary (mother's carrier). 
 
 2. Company B would be Secondary (stepfather's carrier). 
 
 3. We would then determine the benefits payable, if any, under This Plan. 
 
------------------- 
 
Example 2A:  Mrs. Smith has filed a claim for $2,400 with both Company A and Company B.  
Company A insures Mrs. Smith as an employee under a plan which pays 80% of Covered Charges 
after a $200 calendar year deductible is satisfied.  Company B insures her as a dependent spouse 
under a plan. 
 
Both plans have a COB provision, therefore, Company A would pay first since it insures Mrs. Smith 
as an employee. Since Company A pays first, it calculates benefits in full as though duplicate 
coverage did not exist. 
 
Company A 
 
Billed Charges         $ 2,400.00 
Not Covered By Primary Carrier     $    200.00 (Personal Items) 
Total Covered Charges       $ 2,200.00 
Other Carriers Deductible       $    200.00 
Benefits Payable ($2,000 X 80% = $1,600)    $ 1,600.00 
 
Once Company A has determined and paid its benefits, Mrs. Smith's claim is then considered by 
Company B.  In calculating its benefit, Company B must include any expenses that would be 
allowable expenses under the Company A plan. 
 
Company B 
 
Allowable Expenses        $ 2,200.00 
Less Company A Benefits       $ 1,600.00 
Benefits Payable         $    600.00 
 
The Patient is responsible for $200 which is not considered a covered expense under either policy. 
 
Example 2B:  The same rules apply in this example as they did in Example 2A.  Mrs. Smith has 
filed an additional claim for $5,000 with both Company A and Company B.  Company A insures 
Mrs. Smith as an employee under a plan which pays 80% of Covered Charges after a $200 calendar 
year deductible is satisfied.  Company B insures her as a dependent spouse under a plan. 
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Both plans have a COB provision, therefore, Company A would pay first since it insures Mrs. Smith 
as an employee.  Since Company A pays first, it calculates benefits according to their plans Covered 
Charges as though duplicate coverage did not exist. 
 
 
Company A 
 
Billed Charges         $ 5,000.00 
Not Covered By Primary Carrier     $    500.00(Private Room) 
Total Covered Charges       $ 4,500.00 
Other Carriers Deductible       $    200.00 
Benefits Payable ($4,300 X 80% = $3,440)    $ 3,440.00  
 
Once Company A has determined and paid its benefits, Mrs. Smith's claim is then considered by 
Company B.  In calculating its benefit, Company B must include any expenses that would be 
allowable expenses under the Company A plan. 
 
 
Company B 
 
 
Allowable Expenses        $ 4,500.00 
Less Company A Benefits       $ 3,440.00 
Benefits Payable By Company B     $ 1,060.00 
 
The Patient is responsible for $500 which is not considered a covered expense under either policy. 
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DEFINITIONS 
 
 
Several words and phrases used to describe your coverage are capitalized whenever they are used 
in this booklet. These words and phrases have special meanings as explained in this section. 
 
[Alcohol or Drug Abuse Treatment Services means Treatment or Service provided to alter a 
person's behavior, regardless of the cause of that behavior, including, but not limited to:  individual, 
family or group psychotherapy; psychiatric diagnostic interview or examinations; behavior 
modification; alcohol or drug abuse medication management; alcohol or drug abuse rehabilitation or 
counseling services; [biofeedback,] or milieu or other therapies (physical, occupational or speech 
therapy), used to diagnose or treat alcohol or drug abuse problems]. 
 
Ambulatory Surgery Center means a facility designed to provide surgical care which does not 
require Hospital Inpatient Confinement but is at a level above what is available in a Physician's 
office or clinic.  An Ambulatory Surgery Center: 
 

- is licensed by the proper authority in the state in which it is located, has an organized 
Physician staff, and has permanent facilities that are equipped and operated primarily 
for the purpose of performing surgical procedures; and 

 
- provides Physician services and full-time skilled nursing services directed by a 

licensed registered nurse (R.N.) whenever a patient is in the facility; and 
 

- does not provide the services or other accommodations for Hospital Inpatient 
Confinement; and 

 
- is not a facility used as an office or clinic for the private practice of a Physician or 

other professional providers. 
 
Average Wholesale Price means the published cost of a drug product that is used as a 
benchmark to calculate discount fees and Deductibles. 
 
Birthing Center means a freestanding facility that is licensed by the proper authority of the state 
in which it is located and that: 
 

- provides prenatal care, delivery, and immediate postpartum care; and 
 

- operates under the direction of a Physician who is a specialist in obstetrics and 
gynecology; and 

 
- has a Physician or certified nurse midwife present at all births and during the 

immediate postpartum period; and 
 

- provides, during labor, delivery and the immediate postpartum period, full-time 
skilled nursing services directed by a licensed registered nurse (R.N.) or certified 
nurse midwife; and 

 
- has a Written agreement with a Hospital in the area for emergency transfer of a 

patient or a newborn child, with Written procedures for such transfer being displayed 
and staff members being aware of such procedures. 
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[Clinical Trial 
 
A clinical trial is a research study designed to test the safety and effectiveness of drugs, devices 
and treatments in humans.  
 
A clinical trial must be: 
 
 - approved by an Internal Review Board (IRB) that will oversee the investigation; and 
 
 - sponsored by a national organization such as the National Cancer Institute (NCI), 

the Food and Drug Administration (FDA), the Agency for Healthcare Research and 
Quality (ARHQ), or the National Institutes of Health (NIH); and 

 
 - conducted in more than one institution and by more than one investigator; and 
 
 - designed with the intention of treating or curing a life threatening disease or illness 

and not solely for the purpose of testing toxicity.] 
 

 Community Mental Health Center means a community or county mental health facility that is 
licensed by the proper authority of the state in which it is located, and is primarily engaged in 
providing outpatient [Mental Health or Behavioral Treatment Services][Mental Health, Behavioral, 
Alcohol or Drug Abuse Treatment Services]. 
 
[Copayment; Copay means a specified dollar amount that must be paid by you[ or a Dependent] 
each time certain or specified services are rendered.  [In no event will the Copay amount exceed: 
 

- for services provided by [PPO][Network] Providers, the negotiated fee; and 
 

- for services provided by Non-[PPO][Network] Providers, the actual cost charged to 
you [or your Dependent].]] 

 
Cosmetic Treatment and Services mean Treatment or Services to change: 
 
 - the texture or appearance of the skin; or 
 
 - the relative size or position of any part of the body; 
 
when such Treatment or Service is performed primarily for psychological purposes or is not 
needed to correct or improve a bodily function.  Cosmetic Treatment and Services include, but 
are not limited to surgery, pharmacological regimens, and all related charges. 
 
[Covered Charges] [Medically Necessary Care] means a Treatment or Service considered to be  
[a Covered Charge][ Medically Necessary Care]  if the Treatment or Service is:   
 
 - prescribed by a Physician and required for the screening, diagnosis or treatment of a 

medical condition; 
  
 - consistent with the diagnosis or symptoms;  
 
 -. not excessive in scope, duration, intensity or quantity; 
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 - the most appropriate level of services or supplies that can safely be provided; and 
 
 - determined by The Principal to be Generally Accepted.   
  
Creditable Coverage means with respect to an individual, coverage of the individual under any 
of the following: 
 

- a Group Health Plan, as defined in this section; 
 

- Health Insurance Coverage, as defined in this section; 
 

- Medicare (Part A or Part B of Title XVIII of the Social Security Act); 
 

- Medicaid (Title XIX of the Social Security Act, other than coverage consisting solely 
of benefits under Section 1928); 

 
- TRICARE (Chapter 55 of Title 10, United States Code); 

 
- a medical care program of the Indian Health Service or of a tribal organization; 

 
- a state health benefits risk pool; 

 
- a health benefit plan for government employees (Chapter 89 of Title 5, United States 

Code); 
 

- a public health plan established or maintained by a State, the United States, a foreign 
country, or any political subdivision thereof; 

 
- a health benefit plan provided under the Peace Corp Act; 

 
- any other similar coverage permitted under state or federal law or regulations; 
 
- a health benefit plan provided under a State Children’s Health Insurance Program 

(Title XXI of the Social Security Act). 
  

Creditable Coverage does not include coverage consisting solely of coverage of Excepted 
Benefits.  For this purpose, "Excepted Benefits" mean benefits or coverage under one or more (or 
any combination) of the following: 
 

- coverage only for accident (including accidental death and dismemberment); 
 

- disability income insurance; 
 

- liability insurance, including general liability insurance and automobile liability 
insurance; 

 
- coverage issued as a supplement to liability insurance; 

 
- Workers' Compensation or similar insurance; 

 
- automobile medical payment insurance; 
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- credit-only insurance (for example, mortgage insurance); 

 
- coverage for on-site medical clinics; 

 
- other similar insurance coverage, under which benefits for medical care are secondary 

or incidental to other insurance benefits; 
 

- the following benefits, if offered separately from medical expense benefits (provided 
under a separate policy, certificate or contract of insurance, or otherwise not an 
integral part of the plan): 

 
- limited scope dental or vision benefits; 

 
- benefits for long-term care, nursing home care, home health care, community-

based care, or any combination thereof; 
 

- other similar limited benefits; 
 

- the following benefits, if offered as independent, noncoordinated benefits: 
 

- coverage only for a specified disease or illness; 
 

- hospital indemnity or other fixed indemnity insurance; 
 

- the following benefits, if offered as a separate insurance policy: 
 

- Medicare Supplement insurance; 
 

- coverage supplemental to TRICARE; 
 

- similar supplemental coverage provided to coverage under a Group Health Plan; 
 
 - health flexible spending arrangement, if the following are satisfied: 
 
  - the maximum benefit from employee and employer contributions for the year 

does not exceed two times the employee’s annual salary reduction; 
  
  - the employee has other group health coverage available that is not limited to 

Excepted Benefits. 
 
Custodial Care means assistance with meeting personal needs or the Activities of Daily Living. 
 
For this purpose, “Activities of Daily Living” means activities that do not require the services of 
a Physician, registered nurse (R.N.), licensed practical nurse (L.P.N.), chiropractor, physical 
therapist, occupational therapist, speech therapist or other health care professional including, but 
not limited to, bathing, dressing, getting in and out of bed, feeding, walking, elimination and 
taking medications. 
 
Deductible; Deductible Amount means a specified dollar amount of Covered Charges that must 
be incurred by the insured person before benefits will be payable under the Group Policy for all 
or part of the remaining Covered Charges during the calendar year. 
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Dental Services mean any Treatment or Service provided to diagnose, prevent, or correct: 
 

- periodontal disease (disease of the surrounding and supplemental tissues of the teeth, 
including deformities of the bone surrounding the teeth); or 

 
- malocclusion (abnormal positioning or relationship of the teeth); or 

 
- ailments or defects of the teeth and supporting tissue and bone (excluding [impacted 

teeth and] appliances used to close an acquired or congenital opening.  However, the 
term Dental Services will include treatment performed to replace or restore any 
natural teeth in conjunction with the use of any such appliance). 

 
[Dependent means: 
 
 - Your spouse, if your spouse: 
 
  - is not in the Armed Forces of any country; [and 
 
  - is not insured under the Group Policy as a Member.] 
 
 - Your Dependent Child (or Children) as defined below[.] [;and] 
 
 [- Your Domestic Partner, if you and the Domestic Partner complete and submit a 

Declaration of Domestic Partnership which is approved by Us]. 
 
[Dependent Child; Dependent Children means: 
 
 - Your natural or legally adopted child, if that child: 
 
  - is not married; and 
 
  - is not in the Armed Forces of any country; and 
 
  - is not insured under the Group Policy as a Member; and 
 
  - is less than [19] years of age. 
 

A newly adopted child will be considered a Dependent Child from the date of 
Placement with you for the purpose of adoption or the date of adoption, whichever is 
earlier.  The child will continue to be a Dependent Child unless the Placement is 
disrupted prior to legal adoption and the child is removed from Placement. 

 
 - Your stepchild, if that child: 
 
  - meets the requirements above; and 
 
  - receives principal support from you. 
 
 - Your foster child, if that child: 
 
  - meets the requirements above; and 
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  - lives with you; and 
 
  - receives principal support from you; and 
 
  - is approved in Writing by Us as a Dependent Child. 
 
[- Your child [19] years but less than [25] years of age who otherwise qualifies above, if that 

child receives principal support from you and is a Full-Time Student, as defined.] 
 
 [- Your child [19] years but less than [25] years of age, if that child is a Mormon 

Missionary [for a period of [two years] or less], and 
 

- meets the requirements above; and 
 

- receives principal support from you]. 
 
 [- Your Domestic Partner’s child who otherwise qualifies above, or if you or your 

Domestic Partner has been appointed the child’s guardian under a valid court order.]   
 
Dependent Child will include any child covered under a Qualified Medical Child Support Order 
(QMCSO) or National Medical Support Notice (NMSN) as defined by applicable federal law 
and state insurance laws that are applicable to the Group Policy, provided the child meets the 
definition of a Dependent Child.] 
 
[Developmental Disability means a Dependent Child's substantial handicap which: 
 

- results from mental retardation, cerebral palsy, epilepsy, or other neurological 
disorder; and 

 
- is diagnosed by a Physician as a permanent or long-term continuing condition.] 
 

[Domestic Partner 
 
Your [opposite sex or] same sex life partner, provided: 
 
a. the partner is not in the armed forces of any country; and 
 
b. the partner is not covered under the Group Policy as a Member; and 
 
c. the partner is at least  [18] years of age; and 
 
d. neither the partner nor you  are  married to other persons; and 
 
e. neither the partner nor you have had another Domestic Partner in the 6-month period 

preceding the date of the Signed Declaration of Domestic Partnership; and 
 
f. the partner is not a blood relative of yours; and 
 
g. the partner and you have shared the same residence for at least [six] consecutive months 

and continue to do so; and 
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h. the partner and you are each other's sole life partner and intend to remain so indefinitely; and 
 
i. the partner and you are jointly responsible for each other's financial welfare; and 
 
j. the partner and you are not in their relationship solely for the purpose of obtaining insurance 

coverage.] 
 
[Employer means [John Doe Company][who is a member or associate member of the [John Doe 
Association] [and shall include any affiliate or subsidiary of the Employer participating under 
the Group Policy].] 
 
Experimental or Investigational Measures means any Treatment or Service, regardless of any 
claimed therapeutic value, not Generally Accepted by specialists in that particular field of 
medicine. 
 
Full-Time Employee means any person who is regularly scheduled to work for the 
[Policyholder][Employer] for at least [30 hours] a week [including an independent contractor, if 
included as an employee under a health care plan of the [Policyholder] [Employer].  The 
employee must be compensated by the [Policyholder][Employer] and either the employee or the 
employer must be able to show taxable income on federal or state tax forms. Work must be at the 
[Policyholder’s][Employer’s] usual place or places of business or at another place to which an 
employee must travel to perform his or her regular duties. 
 
An owner, proprietor or partner of the [Policyholder’s][Employer’s] business will be deemed to 
be an employee for purposes of the Group Policy, provided he or she is regularly scheduled to 
work for the [Policyholder][Employer] for at least [30 hours] a week and otherwise meets the 
definition of Full-Time Employee. 
 
[Full-Time Student means your Dependent Child attending a school that has a regular teaching 
staff, curriculum and student body and who: 
 
 - attends school on a full-time basis, as determined by the school's criteria; and 
 
 - is dependent on you for principal support.] 
 
Generally Accepted means Treatment or Service for the particular sickness or injury which is 
the subject of the claim that:   
 

- has been accepted as the standard of practice according to the prevailing opinion 
among experts as shown by (or in) articles published in authoritative, peer-reviewed 
medical and scientific literature; and 

 
- is in general use in the relevant medical community; and 

 
- is not under scientific testing or research. 

 
Group Health Plan means an employee welfare benefit plan, as defined in ERISA, to the extent 
that the plan provides medical care to employees or their dependents (as defined under the terms 
of the plan) directly or through insurance reimbursement, or otherwise. 
 
Group Policy means the policy of group insurance issued to the [Policyholder][Employer] by 
Us which describes benefits and provisions for insured Members [and Dependents]. 



GH 136 A (MED)-5 -8- 

 
Health Care Extender means a health care provider who assists in the delivery of covered 
medical services under the direction and supervision of a Physician. 
 
"Direction and supervision" means the Physician co-signs any progress notes Written by the 
Health Care Extender; or there is a legal agreement that places overall responsibility for the 
Health Care Extender's services on the Physician. 
 
Health Insurance Coverage means benefits consisting of medical care provided directly, 
through insurance or reimbursement or otherwise and including items and services paid for as 
medical care under any hospital or medical service policy or certificate, hospital or medical 
service plan contract, or Health Maintenance Organization (HMO) contract, offered by an 
insurance company, insurance service, or insurance organization (including an HMO) licensed to 
engage in the business of insurance and subject to state law which regulates insurance. 
 
Health Maintenance Organization (HMO) means an entity that is: 
 

- a federally qualified Health Maintenance Organization as defined by federal law; or 
 

- an organization recognized under state law as a Health Maintenance Organization; or 
 

- a similar organization regulated under state law for solvency in the same manner and 
to the same extent as such a Health Maintenance Organization. 

 
HMO Affiliation Period means a period of time which, under the terms of the Health Insurance 
Coverage offered by a Health Maintenance Organization (HMO), must expire before an 
individual's coverage becomes effective. 
 
Home Health Aide means a person, other than a licensed registered nurse (R.N.), who provides 
medical or therapeutic care under the supervision of a Home Health Care Agency. 
 
Home Health Care Agency means a Hospital, agency, or other service that is certified by the 
proper authority of the state in which it is located to provide home health care. 
 
Home Health Care Plan means a program of home care that: 
 

- is required as the result of a sickness or injury; and 
 

- prevents, delays or shortens a Hospital Inpatient Confinement or Skilled Nursing 
Facility confinement; and 

 
 - is documented in a Written plan of care; and 
 
 - is prescribed by the attending Physician; and 
 
 - is preapproved by Us. 
 
Home Infusion Therapy Services means Treatment or Service required for the administration 
of intravenous drugs or solutions, which: 
 

- is required as a result of a sickness or injury; and 
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- prevents, delays, or shortens a Hospital Inpatient Confinement or Skilled Nursing 
Confinement; and 

 
- is documented in a Written plan of care; and 

 
- is prescribed by the attending Physician; and 

 
- is preapproved by Us. 

 
Hospice means a facility, agency, or service that: 
 

- is licensed by the proper authority in the state in which it is located to establish and 
manage Hospice Care Programs; and 

 
- arranges, coordinates, and provides Hospice Care Services for dying individuals and 

their families; and 
 

- maintains records of Hospice Care Services provided and bills for such services on a 
consolidated basis. 

 
Hospice Care Program means a program that furnishes palliative or supportive care focused on 
comfort and not cure and that is: 
 

- managed by a Hospice; and 
 

- established jointly by a Hospice, a Hospice Care Team, and an attending Physician; 
 
to meet the special physical, psychological, and spiritual needs of dying individuals and their 
families. 
 
Hospice Care Team means a group that provides coordinated Hospice Care Services and 
normally includes: 
 
 - a Physician; 
 
 - a patient care coordinator (Physician or nurse who serves as an intermediary between 

the program and the attending Physician); 
 
 - a nurse; 
 
 - a mental health specialist; 
 
 - a social worker; 
 
 - a chaplain; and 
 
 - lay volunteers. 
 
Hospital means an institution that is licensed as a hospital by the proper authority of the state in 
which it is located, but not including any institution, or part thereof, that is used primarily as a 
clinic, Skilled Nursing Facility, convalescent home, rest home, home for the aged, nursing home, 
custodial care facility, assisted living facility or training center. 
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For the purpose of [Mental Health or Behavioral Treatment Services and Alcohol or Drug Abuse 
Treatment Services][Mental Health, Behavioral, Alcohol or Drug Abuse Treatment Services], 
the definition of "Hospital" will include each of the following facilities provided it is licensed by 
the proper authority of the state in which it is located: 
 

- a Psychiatric Hospital; and 
 

- an Inpatient Alcohol or Drug Abuse Treatment Facility; and 
 

- any other facility required by state law to be recognized as a treatment facility under 
the Group Policy.] 

 
Hospital Inpatient Confined; Hospital Inpatient Confinement means any period of Treatment 
or Service while confined in a Hospital as an inpatient [in excess of [23] consecutive hours] for 
any cause.  A Hospital Admission Review [Prenotification] is required for all Hospital Inpatient 
Confinements. 
 
Hospital Inpatient Confinement Charges mean Covered Charges by a Hospital for room, 
board, [and other usual services and by a Physician for pathology, radiology, or the 
administration of anesthesia] provided while a person is Hospital Inpatient Confined. 
 
Hospital Room Maximum means Covered Charges by a Hospital for room and board while 
confined in a private room up to: 
 
 - the Hospital's most frequent semiprivate room rate if the Hospital has semiprivate 

rooms: or 
 
 - the Hospital's most frequent private room rate, if the Hospital has no semiprivate 

rooms. 
 
Immediate Family means [your Domestic Partner or your] spouse, natural or adoptive parent, 
natural or adoptive child, sibling, stepparent, stepchild, stepbrother or stepsister, father-in-law, 
mother-in-law, son-in-law, daughter-in-law, brother-in-law, sister-in-law, grandparent, 
grandchild or spouse of grandparent or grandchild. 
 
Inpatient Alcohol or Drug Abuse Treatment Facility means an institution that is licensed by 
the proper authority of the state in which it is located and is primarily engaged in providing 
alcohol or drug detoxification or rehabilitation treatment services and; 
 

- is supervised on a full-time basis by a Doctor of Medicine (M.D.) or Doctor of 
Osteopathy (D.O.); and 

 
- provides 24-hour a day on-site nursing care by licensed registered nurses (RNs). 

 
[Laboratory Network  
 
Any network of outpatient Laboratory Services providers that We have contracted with for the sole 
purpose of providing outpatient Laboratory Services.] 
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[Laboratory Services 
 
Covered Charges for testing of materials, fluids or tissues obtained from patients for the purpose of 
screening, diagnosing or monitoring a condition and for determining appropriate treatment.] 
 
Medical Emergency means any Treatment or Service that We determine to be due to the sudden 
onset of severe medical symptoms that: 
 
 - could not have been reasonably anticipated; and 
 
 - requires immediate medical care. 
 
Member means [any person who is a Full-Time Employee of the [Policyholder] [Employer].] 
 
[Member will also include any such person who retires on or after [August 1, 2001] and 
maintains continuous coverage with the [Policyholder][Employer] under the Group Policy.] 
 
[Mental Health, Behavioral, Alcohol or Drug Abuse Treatment Services means Treatment or 
Service provided to alter a person's behavior regardless of the cause of that behavior, including 
but not limited to:  individual, family or group psychotherapy; psychological testing; 
electroconvulsive therapy; psychiatric diagnostic interviews or examinations; behavior 
modification; psychiatric, alcohol or drug abuse medication management; alcohol or drug abuse 
rehabilitation or counseling services; [hypnotherapy]; narcosynthesis; [biofeedback], or milieu or 
other therapies (physical, occupational or speech therapy) used to diagnose or treat mental 
health, behavioral, alcohol or drug problems.] 
 
[Mental Health or Behavioral Treatment Services means Treatment or Service provided to alter 
a person's behavior regardless of the cause of that behavior,  including but not limited to:  
individual, family or group psychotherapy; psychological testing; electroconvulsive therapy; 
psychiatric diagnostic interviews or examinations; behavior modification; psychiatric medication 
management; [hypnotherapy;] narcosynthesis; [biofeedback,] or milieu or other therapies (physical, 
occupational or speech therapy), used to diagnose or treat mental health or behavioral problems.] 
 
[Non-[Preferred][Network] Provider/Non-[PPO][Network] Provider means a Hospital, 
Physician, or other provider not contracted with  a [Preferred Provider Organization (PPO)] 
network established by [John Doe [PPO][Network].] 
 
[Observation Services 
 
Observation services are Treatment or Services furnished in a Hospital on the Hospital’s premises, 
including use of a bed and periodic monitoring by a Hospital’s nursing or other staff which are 
reasonable and necessary to evaluate the condition of you [or your Dependent] or to determine the 
need for Hospital Inpatient Confinement.] 
 
[Outpatient Alcohol or Drug Abuse Treatment Facility means a facility that is licensed by the 
proper authority of the state in which it is located, and is primarily engaged in providing 
outpatient alcohol or drug abuse treatment services.] 
 
[Period of Confinement means a period of Hospital Inpatient Confinement.  For the purposes of 
applying the Hospital charges [Copay amount] for each admission, two or more periods of 
Hospital Inpatient Confinement will be considered one period of confinement unless caused by 
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an unrelated sickness or injury, or unless separated by [30 consecutive] days or more.] 
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[Physical Handicap means a Dependent Child's substantial physical or mental impairment 
which: 
 
 - results from injury, accident, congenital defect or sickness; and 
 
 - is diagnosed by a Physician as a permanent or long-term dysfunction or malformation 

of the body.] 
 
Physician means: 
 

- a licensed Doctor of Medicine (M.D.) or Osteopathy (D.O.); or 
 

- any other licensed health care practitioner that state law requires be recognized as a 
Physician under the Group Policy. 

 
Whether or not required by state law, the following licensed or certified health care practitioners 
will be recognized, on the same basis as a Physician, for Covered Charges of services performed 
within the scope of their license:  audiologist, chiropractor, dentist, [genetic counselor,] 
occupational therapist, optometrist, physician's assistant, physical therapist, podiatrist, 
psychologist, social worker, and speech pathologist. 
 
Physician Visit means a face-to-face meeting [or an approved form of on-line consultation] 
between a Physician or the Physician's staff and a patient for the purpose of medical Treatment 
or Service. 
 
[Physician Visit Charges mean Covered Charges for Treatment or Service furnished at a 
Physician's office or clinic.  Such services include charges for: [dressings; ] [supplies;] 
[equipment;] [injections[ (other than for [Provider Administered] Specialty Prescription 
Drugs)];] [anesthesia;] [take-home drugs;] [blood;] [blood plasma;] [[x-ray and ]laboratory 
examinations;] [professional component billed by a pathologist in connection with laboratory 
testing;] [radium,] [and] [radioactive isotope therapy;] [and] [routine physical examinations] [; 
but do not include outpatient, clinic or office-based surgery; or Advanced Imaging Services as 
described in [GH [411][412] GG [HDHP].] 
 
Placement for Adoption; Placement means the assumption and retention by a person of a legal 
obligation for total or partial support of a child in anticipation of adopting the child.  The child's 
placement with the person terminates upon the termination of such legal obligation. 
 
[Policyholder means [John Doe Company] [and shall include any affiliate or subsidiary of the 
Policyholder participating under the Group Policy].] 
 
[Policyholder means the association to whom the Master Policy is issued:  [John Doe 
Association].] 
 
[[Preferred Provider/PPO][Network] Provider means a Hospital, Physician, or other provider 
[organization] contracted with a [Preferred Provider Organization (PPO)] network [identified by 
Us to the Group Policy[ or Us].] 
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The [Policyholder’s][Employer’s] participation in the [PPO][Network] network does not mean 
that an insured person's choice of provider will be restricted.  The insured person may seek 
needed medical care from any Hospital, Physician, or other provider of his or her choice.  
However, in order to avoid higher charges and reduced benefit payment, the insured persons are 
urged to obtain such care from [Preferred][Network] Providers whenever possible. 
 
We have the right to terminate the [PPO][Network] portion of the Group Policy if We or the 
[PPO][Network] terminates the arrangement. 
 
We also have the right to identify different [Preferred][Network] Provider Organizations from 
time to time, and to terminate the designation of any [Preferred][Network] Provider at any time.] 
 
[[Preferred Provider Organization (PPO)] [Network] means [John Doe[PPO][Network].] 
 
[[Preferred Provider Organization (PPO)] [Network Provider] Service Area means the 
geographic area within which [Preferred][Network] Provider services are available to persons 
insured under the Group Policy.] 
 
[Prevailing Charges means: 
 

- For medical care received from [Preferred][Network] Providers, the negotiated fee 
between the Provider and the [PPO][Network]. 

 
[- For medical care received from Non-[Preferred][Network] Providers, the amount, as 

determined by Us, that most healthcare providers charge within a geographic cost 
area for a Treatment or Service. 

 
For purposes of coverage provided under the Group Policy, an actual charge for a 
Treatment or Service will be in excess of Prevailing Charges if, as determined by Us, 
[75%] or more of all other charges reported to Us for the same (or a similar) 
Treatment or Service provided within the same (or a comparable) cost area are lower 
in amount than the actual charge.] 
 

[- For medical care received from Non-[Preferred][Network] Providers, the amount as 
determined by Us that is derived from a cost-based methodology used by Medicare or 
a methodology similar to one used by Medicare.] 

 
[For Home Infusion Therapy Services, the amount will be established by Us at the 
time services are preapproved, not to exceed the Average Wholesale Price.] 

 
[For medical care received from a Transplant Network provider, the amount will be 
based on the negotiated fee.] 

 
[For drugs and medicines requiring a Physician’s prescription and considered a 
covered Treatment or Service, Prevailing Charges will not exceed the Average 
Wholesale Price.] 
 

[- For purposes of Treatment or Service for a Medical Emergency provided outside the 
United States, the Prevailing Charge will be calculated based on the 
[[Policyholder’s][Employer’s]] United States Address.] 
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[Prevailing Charges means: 
 

- As determined by Us, the amount that most healthcare providers charge within a 
geographic cost area for a Treatment or Service. 

 
- For purposes of coverage provided under the Group Policy, an actual charge for a 

Treatment or Service will be in excess of Prevailing Charges if, as determined by Us, 
[80%] or more of all other charges reported to Us for the same (or a similar) 
Treatment or Service provided within the same (or a comparable) cost area are lower 
in amount than the actual charge.] 

 
[- For medical care received, the amount as determined by Us that is derived from a 

cost-based methodology used by Medicare or a methodology similar to one used by 
Medicare.] 

 
- [For Home Infusion Therapy Services, the amount will be established by Us at the 

time services are preapproved, not to exceed the Average Wholesale Price.] 
 

- [For medical care received from a Transplant Network provider, the amount will be 
based on the negotiated fee.] 

 
- [For drugs and medicines requiring a Physician’s prescription and considered a 

covered Treatment or Service, Prevailing Charges will not exceed the Average 
Wholesale Price.] 

 
[- For purposes of Treatment or Service for a Medical Emergency provided outside the 

United States, the Prevailing Charge will be calculated based on the 
[[Policyholder’s][Employer’s]] United States Address.] 

 
[Primary Care Physician means a Physician who is a family or general practitioner, internist, 
obstetrician/gynecologist or pediatrician.] 
 
[Psychiatric Hospital means an institution that is licensed as a Hospital by the proper authority 
of the state in which it is located, and is primarily engaged in providing diagnostic and 
therapeutic [Mental Health or Behavioral Treatment Services][Mental Health, Behavioral, 
Alcohol or Drug Abuse Treatment Services]. 
 
For the purpose of this definition, a Psychiatric Hospital will also include any inpatient bed in a 
licensed general Hospital used to provide diagnostic and therapeutic [Mental Health or 
Behavioral Treatment Services][Mental Health, Behavioral, Alcohol or Drug Abuse Treatment 
Services] in the absence of a specialized or designated psychiatric or drug treatment unit.] 
 
Signed or Signature means any symbol or method executed or adopted by a person with the 
present intention to authenticate a record, and which is on or transmitted by paper or electronic 
media, and which is consistent with applicable law and is agreed to by The Principal. 
 
Skilled Nursing Facility means an institution (including one providing sub-acute care), or a 
distinct part thereof, that is licensed by the proper authority of the state in which it is located to 
provide skilled nursing care and that: 
 

- is supervised on a full-time basis by a Doctor of Medicine (M.D.) or Doctor of 
Osteopathy (D.O.) or a licensed registered nurse (R.N.); and 
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- has transfer arrangements with one or more Hospitals, a utilization review plan, and 

operating policies developed and monitored by a professional group that includes at 
least one M.D. or D.O.; and 

 
- has an existing contract for the services of an M.D. or D.O., maintains daily records 

on each patient, and is equipped to dispense and administer drugs; and 
 

- provides 24-hour nursing care and other medical treatment. 
 
Not included are rest homes, homes for the aged, nursing homes, or places which furnish [Mental 
Health or Behavioral Treatment Services and Alcohol or Drug Abuse Treatment 
Services][Mental Health, Behavioral, Alcohol or Drug Abuse Treatment Services]. 
 
[Specialty Provider means any Physician other than a Primary Care Physician who is classified as 
a specialist by the American Boards of Medical Specialties; or who is designated by the Group 
Policy as a Specialty Provider.] 
 
[Temporomandibular Services means any Treatment or Service to diagnose, prevent, or correct 
malfunction, degeneration, disease, injury, and all other ailments or defects (congenital or 
hereditary) related to the joints, muscles, and tissues that connect the jaw to the skull.] 
 
[Total Disability; Totally Disabled means: 
 

- For a Member [(other than a retired Member)], a Member's inability, as determined 
by Us, due to sickness or injury, to work at any job that reasonably fits his or her 
background or training. 

 
- For [a Dependent] [or a retired Member], a substantial impairment, due to sickness or 

injury, that prevents the individual from performing the normal function of his or her 
regular duties or activities.] 

 
[Transplant Network means any network of transplant providers We have contracted with for 
the sole purpose of providing Transplant Services subject to a negotiated fee schedule.] 
 
Treatment or Service, when used in this booklet, will be considered to mean: "confinement, 
treatment, service, substance, material or device". 
 
Waiting Period means, with respect to a Group Health Plan and an individual who is a potential 
enrollee in the plan, the period of time that must pass with respect to the individual before he or 
she is eligible to be covered for benefits under the terms of the plan. 
 
[The Waiting Period for your coverage [and the coverage of your eligible Dependents] under the 
Group Policy is [three consecutive months] of continuous employment as a Member, as 
described in GH 115 A (MED).] 
 
We, Us, and Our mean Principal Life Insurance Company, Des Moines, Iowa. 
 
Written or Writing means a record which is on or transmitted by paper or electronic media, and 
which is consistent with applicable law. 
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  210

 
Mailing Address: 
Des Moines, IA 50392-0002 

Principal Life 
Insurance Company 

Employer Application 
for Group Insurance - AR 

To avoid processing delays, please make sure you answer all questions completely and accurately. 
This form is for:  new case  amendment (only complete sections with changes) Account number  

Requested effective date:   Advance premium received $  

Employer Information 
Legal name of company 

 
DBA name (if applicable) 

 

 C-corporation  S-corporation  limited liability company  partnership  sole proprietorship 
 other  
Physical street address  City State ZIP code 

  
Billing/mailing address (P.O. box) City State ZIP code 

  
Group contact name Telephone number FAX number E-mail address 

  
Billing contact name (if different) Nature of business and SIC code Federal tax ID number Date company established 

   

Have you been insured by Principal Life Insurance Company previously?  yes  no 
If yes, when and under what name?  

Has the company been denied credit within the past two years, ever filed for bankruptcy, or is the firm now in the process 
of (or considering) filing for bankruptcy?  yes  no If yes, attach an explanation. 
Have you elected a Health Reimbursement Arrangement with Principal Life?  yes  no 
Have you elected a Health Savings Account with Principal Life?  yes  no 
Complete the following if this coverage replaces other group insurance. Provide a copy of a recent billing and contract. 
Note: Include prior carrier information for past three years. 

Name of Carrier  Coverage(s) Effective Date  
Termination Date or 

Date Due to Terminate
      

      

      

Employers with Multiple Locations or Participating Units 

Does your business have more than one physical location?  yes  no If yes, list with complete addresses: 
 
 

Is Division Billing requested?  yes  no If yes, indicate on enrollment materials which division or unit for each  
     employee. 
Are multiple bills requested?  yes  no (billing limitations may apply) 
 

Are employees of any associated business organizations (e.g. parent-subsidiary, brother-sister relationships, affiliated  
groups, etc.) to be covered?  yes  no If yes, please list the affiliate or subsidiary below. 
Participating unit is an entity that is an affiliate or subsidiary related to the employer through common control or ownership. 
 

Unit name/address/federal tax ID Nature of business Relationship to company  Number of employees 

    include unit  
1.  exclude unit  
  include unit  
2.  exclude unit  



GP 45697-7 Page 2 of 6 09/2009 

Request for Benefits 210 

Do you agree with all the benefit plan provisions that you are applying for as outlined in your proposal #  

and version number  ?  yes  no  Initials of person signing this form for the employer on page 6.

Dental/vision/medical: Do you want insurance for:  employees only  employees and dependents 
  If different by coverage, list:  

 dental  voluntary dental  vision  voluntary vision 
 basic term life, options:  accidental death and dismemberment  accelerated death benefits  dependent life 
 voluntary term life, options:  accidental death and dismemberment  accelerated death benefits 
 short term disability  voluntary short term disability  long term disability  voluntary long term disability 
 If voluntary elected, verify billing mode:  monthly  semi-monthly  weekly  bi-weekly 
 (some billing options may not be available) 
 If voluntary elected, please provide last payroll date prior to effective date  

 medical: PPO number(s)/name(s)  

Eligibility Waiting Period (the length of time new employees must be employed before becoming eligible for insurance) 

What waiting period should apply to Employees hired on or PRIOR to 
the effective date of the case/coverage?  none  days  months
What waiting period should apply to Employees hired AFTER the 
effective date of the case/coverage?  none  days  months
If waiting period is different by job class, please specify  

 day immediately following the final day of the waiting period or change. Termination of 
coverage will be on the last day employee worked or was part of an eligible class. 

What day will 
employees be eligible? 

 first day of the insurance month coinciding with or next following the final day of the waiting 
period or change. Termination of coverage will be the last day of the insurance month in 
which the employee worked or was part of an eligible class. 

Employer Contribution 

Complete this table listing the percentage of premium the employer pays. 

 Vision 

Short term 
disability 
(STD)* 

Long term 
disability 
(LTD)* Basic term life 

Voluntary 
term life Medical Dental 

Employee   %    %   %   %   %   %   % 

Dependent   %   N/A   N/A    %   %   %   % 

Retired  N/A   N/A   N/A    %  N/A    %   % 

Other  
   

Retiree coverage is available for Life, Medical and Dental but requires underwriting approval. Note: Life and Medical 
requires 51+ enrolled lives for retired coverage. Vision and disability coverages are not available for retirees. 

If requesting to insure retirees, please indicate which coverage(s)?  life  medical  dental 

Are you requesting coverage for:  current retirees  future retirees? 

If requesting retiree coverage, list the definition of Retiree (example: 10 years of service at least 55 years of age): 
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Definition of Compensation (Salary-Based Benefits) – Definition of compensation for owners is automatically 
included in all life and disability policies. 

210 

 base wage (excludes bonus, commission, overtime, etc.)  W-2 (1 year average) 
 base wage (with bonus)  W-2 (2 year average) 
 base wage (with commission)  W-2 (3 year average) 
 base wage (with commission and bonus)  contract salary 
 if different by class (please specify)  
If commissions or bonuses are included:  1 year average  2 year average  3 year average 

Employee Eligibility  

 standard - An employee must work at least 30 hours per week to be eligible for insurance. 
 other (select between 20 and 40 hours):  (not offered to groups subject to small employer legislation)

Ineligible Employees 
 •  An independent contractor/1099 (unless required by law) 
 •  An employee who works less than the required number of hours per week, or is employed as a temporary or 

seasonal employee, is not eligible for insurance. 

 •  Employees residing or working in Hawaii (for medical coverage) 
How many employees are on your payroll? How many employees are eligible (based on hours worked per week)? 
  
Describe any excluded class of employees or location 
 

Do you have employees or their dependents residing or working outside the United States and requesting coverage? 
 yes  no If yes, please include a separate sheet including their name(s), dates of birth, salary and class of employee, 

where they are located and how long they will be located there for work. 

Complete the following sections for coverages being requested. 

Disability 
If you are requesting short term disability coverage, are there employees working in any of the states listed below (policies  
offered in these states are supplemental coverage only; they are not intended to provide coverage as outlined by each 
state)?  yes  no 
If yes, indicate the number of employees for each state in the box. 

California Hawaii New Jersey New York Rhode Island 

     

Life/Disability 
If requesting life or disability insurance, are there any employees not Actively at Work or dependents in a Period of  
Limited Activity (if dependent life insurance is requested)? yes  no If yes, please list employees and dependents 
not Actively at Work, reason not Actively at Work, their last day worked and expected return to work date. 
 

 

Dental 
If you are replacing dental insurance, did your prior dental coverage include benefits for orthodontia treatment?  yes  no 
Did your prior coverage include a dental maximum accumulation (max rollover, max builder)?  yes  no 
If yes, please provide a copy of the prior carrier report showing individual maximums with roll over amounts. 
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Medical 210
Do you offer medical coverage to your employees through another carrier (not including insurance coverage that is being  
replaced)?  yes  no If yes, number of covered employees?   
Is any employee presently not performing his/her duties on a full time basis due to an illness or injury? 
 yes  no If yes, explain:  
 
Employer Group Size for Medical 
Companies that are affiliated or file a combined tax return must be considered one employer. Count the employees of all 
affiliated companies and units when answering the following questions. 
These questions are in reference to Medicare status 
#1.  Did you have 20 or more (full-time, part-time, seasonal, or partners) total employees for each working day in each of 
 20 or more calendar weeks in the current or preceding year?  yes  no If yes, you must also answer  
 question #2. If no, skip question #2. 
#2.  Did you have 100 or more (full-time, part-time, seasonal, or partners) total employees on 50 percent or more of your 
 business days during the previous calendar year?  yes  no 
If 20 or 100 employees is reached mid-year, as of what date did you have 20 or 100 employees for the number of weeks  
required in the definition above?   
These questions are in reference to Mental Health benefits 
Did you employ an average of 51 or more full-time equivalent employees on business days during the preceding calendar
year?  yes  no 
The average number of full-time equivalent employees is calculated by adding: 
(a) the number of full-time employees you employed for the entire calendar year; PLUS 
(b) the total number of hours worked by all part-time employees and all full-time employees who were not employed full-

time throughout the entire calendar year, divided by the number of annual hours typically worked by your full-time 
employees (not to exceed 2,080). 

(c) Round the sum of (a) plus (b) down to the nearest whole number. 
 

Medical/Dental/Vision 
COBRA eligibility is defined as employers who employed 20 or more full and full-time equivalent or part-time employees  
on at least 50% of the working days in the prior calendar year. Do you meet the eligibility definition?  yes  no 
If COBRA applies, please select desired billing option:  group bill policyholder  direct bill continuee (individual) 
If your group is COBRA eligible, do you have anyone currently electing COBRA benefits?  yes  no 
If yes, please list.  
If you currently have anyone on COBRA, please submit enrollment form with qualifying event date noted and reason for 
COBRA. 
All Coverages 
Employer elects to be: 
 standard accounting (Principal Life generates a monthly premium statement listing coverage(s) and premium for each 

member.) 
 self accounting - not available for medical coverage and prior approval required (Employer submits a monthly billing 

report to Principal Life listing member, member volume, premium and number of covered members.) 
ERISA plan number:   Coverage(s):  
ERISA plan number:   Coverage(s):  
If more, attach list with ERISA plan number and coverage. 
Plan administrator:  
Plan sponsor:  
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Agent for legal services:  
Ending date of plan’s fiscal year:   
The Employee Retirement Income Security Act of 1974 (ERISA) requires that each employee benefit plan subject to the Act 
designate a "Named Fiduciary who shall have authority to control and manage the operation and administration of the plan."

If this plan is subject to ERISA and the Named Fiduciary is other than the employer, fill in the information below. 
Principal Life may not be designated as Named Fiduciary. 
The “Named Fiduciary” shall be:  
Designation as Named Fiduciary is accepted. (Required only if the “Named Fiduciary” is an individual.) 
By  
Title  
 

Agreement and Signatures  

It is understood that Principal Life shall not be responsible for any tax or legal aspects of the plan. The employer assumes 
responsibility for these matters. The employer acknowledges that they have counseled to the extent necessary with 
selected legal and tax advisors. The obligations of Principal Life shall be governed solely by the provisions of its contracts 
and policies. Principal Life shall not be required to look into any action taken by the named fiduciary or the employer and 
shall be fully protected in taking, permitting, or omitting any action on the basis of the employer’s actions. Principal Life 
shall incur no liability or responsibility for carrying out actions as directed by the named fiduciary or the employer. 
It is further understood that by signing this application, the employer is purchasing insurance and not making an 
investment. No reserves, undeclared or unpaid experience premium refunds, or interest with respect to claim payments, 
nor claim proceeds themselves shall be considered plan assets under ERISA. 
• The employer has been informed of the eligibility requirements. The employer agrees that insurance applied for shall 

not become effective or remain effective unless the employer: a) is actively engaged in business for profit within the 
meaning of the Internal Revenue Code, or is established as a legitimate nonprofit organization within the meaning of 
the Internal Revenue Code; or is a government agency; and b) meets the participation and contribution requirements.

• The employer agrees that insurance applied for shall not become effective unless the application and any attached 
page(s) are received, accepted and approved by Principal Life. If this application is accepted, all group policies will be 
combined and treated as one policy for the purpose of determining any experience premium refund. The employer 
acknowledges and understands that if this application is approved, the group policy will determine all rights and 
benefits. 

• The preexisting condition restrictions for medical and long term disability insurance have been explained to and 
understood by the employer. Actively at work and period of limited activity for life coverage have been explained to 
and understood by the employer. 

• The employer understands receipt and deposit of advanced payment is not a guarantee of coverage. If a policy is 
issued from this application and is accepted by the proposed policyholder, we will apply the premium deposit to the 
first premium due for such policy. If no policy is put into force, the premium deposit will be refunded. Premium 
payment will be monthly unless otherwise indicated. 

• Acceptance by the employer of any policy or policies issued with this application shall constitute approval of any 
corrections, additions, or changes specified in the space "For Principal Life Use Only" or as otherwise indicated on 
this application. 

• The employer understands that the insurance policy and certificates of coverage may, at the discretion of Principal 
Life, be provided to the employer in paper or electronic format. The employer agrees to promptly distribute the 
certificates of coverage to insured employees at the beginning of their coverage under the group policy and to 
redistribute them from time to time thereafter as reasonably required by Principal Life. 

• Your agent or broker cannot change or waive any provision of this application or the policy or policies without the 
written approval of an officer of Principal Life in the home office. 
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• As a result of this sale and any subsequent renewal, your broker and marketing organization, if any, may receive 
commissions, administrative service fees, other compensation including non-cash compensation, and bonuses based 
on factors such as, volume of new sales, member and case counts, total premium volume, maintaining a certain 
percentage of business with Principal Life, selling a certain mix of products, and/or the profitability of the business. 
The cost of this compensation may be directly or indirectly reflected in the premium or fee for the product(s) you have 
applied for on this application form. This compensation is in addition to any compensation the broker may receive 
from you. [Contact us at [1-800-388-4793, Options 4, 2, 2] for further details on your case.] [We have placed a more 
detailed description of our compensation programs on [www.principal.com/group/compensation].] 

• The person signing this form for the employer has legal authority to bind the employer for whom application is being made.

• The employer agrees to make timely notification of any employee termination, status change, or other material 
changes that may affect the eligibility of employees or their dependents. Timely notification is no more than 31 days 
past the actual date of such change. 

• The employer understands that failure to pay premium when due will be considered a default in premium payment 
and coverage will terminate at the end of the grace period. If coverage is terminated for nonpayment of premium, 
premium through the grace period is due and will be collected. The employer understands that coverage may also be 
terminated for other reasons as provided in the group policy. 

• The employer understands their rights and responsibilities if electing self accounting status. 
NOTE: If Principal Life determines, due to requirements of law or because of our own underwriting criteria, to issue our 
group insurance through a multiple-employer group insurance trust, the employer hereby subscribes to and agrees to the 
terms of that trust. 
Any person who, with intent to defraud or knowing that he or she is facilitating a fraud against an insurer, submits an 
application or files a claim containing a false or deceptive statement, may be guilty of insurance fraud. Fraud or 
misrepresentation may be grounds for nonrenewal or termination under the terms of the group policy. 
Employer (company name) 

 
Signed by (must be an officer) Officer’s title Date signed 

Licensed resident agent(s) (individual/firm) Agent’s license number Date signed 

Signature of soliciting agent(s) (If more than one, all must sign.) Date signed 

For Principal Life Use Only 
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Mailing Address: 
Des Moines, IA 50392-0002 

Principal Life 
Insurance Company 

Risk Appraisal 
Questionnaire  – AR 

 

This questionnaire is intended to help Principal Life Insurance Company underwrite your firm's request for group 
insurance. This form must be completed by a responsible party of your firm (who knows, or can obtain) the financial history 
of the firm and health history of the firm's employees and their dependents. That party should complete this form on the 
basis of that information and to the best of that party's knowledge by: 
• Answering all questions. • Attaching additional pages (signing and dating each) if more space is needed.
• Providing a full disclosure. • Providing details to any “yes” answers. 
Firm name  Please list any affiliates/subsidiaries doing business as other names 

  
No. of years in business  SIC code  Nature of business  Are there multiple locations? 

    yes  no 
Has the firm ever filed for bankruptcy, or is the firm now in the process of (or considering) filing for bankruptcy? 
 no  yes (explain)  
 
1. a. Has the firm previously been insured by Principal Life?  yes  no 

 b. List all insurance carriers/HMO arrangements for the past 5 years. 

 Name of Carrier/HMO  
Type(s) of Coverage

(PPO/HMO)  Period Insured  
Funding Arrangement 

(fully insured/self funded)  Reason Moved

          

          

          

 c. Is any coverage continuing with your current carrier/HMO?  yes  no 
 d. If yes, what type(s) of coverage?  
2. If medical coverage is requested, indicate the group’s current and renewal group health insurance premium rates 

below and attach a copy of the group’s most recent renewal bill, notice, or a schedule of benefits. 

  Employee  Employee/ 
Spouse 

Employee/ 
Spouse/Child(ren)

Employee/ 
Child(ren)  Effective Date 

 Current rates: $  $ $ $   
 Renewal rates: $  $ $ $   
 Employer contribution percent: Employee  %  Dependent  % 
 Total number of eligible employees:   
 Total number of employees currently enrolled in medical plan:   
3. Please answer the following questions, providing details to questions answered “yes”. Include information on any 

individual currently insured with your present plan under COBRA or state continuation provisions. Please do not
disclose the specific identity of an employee or dependent relative to the medical information requested. 

 Provide information regarding dependents only if dependent coverage is requested. 
 a. In the last year, has anyone been physically or mentally unable to work or attend school for   yes  no 
  more than 7 days in total, or had medical bills over $5,000?  
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b. Is anyone currently pregnant or planning for or scheduled for hospitalization, surgery, medical 

treatment, therapy, counseling, medical test or examinations or taking any medication? 
 yes  no 

   
   

 
c. In the last three years, has any actively insured member(s) been treated for or been medically diagnosed with any 

illness or condition related to: 
   infertility  urinary system  musculoskeletal system  circulatory system/stroke 
   heart  cancer  endocrine system/diabetes  mental or nervous disorders 
   lungs  immune system  digestive system  AIDS or ARC (AIDS related 
   kidneys  nervous system  liver  complex) 
  For any checked above please provide detailed information for each claimant (detailed diagnosis, date of 
  treatments, and current employment status):  
   
   
 d. Is any employee disabled or not currently actively employed? Is any dependent disabled or not  yes  no 
  able to perform the normal activities of a person the same age and gender? Are there any     
  dependent children age 19 or over who might be considered developmentally disabled or     
  physically handicapped? If yes, please provide details.  
   
   

I hereby represent all information, statements and answers recorded on Page 1 and 2 of this form, and any attachments, are
complete and true to the best of my knowledge. 
No coverage will be made effective until: 
 1. a full proposal is made to the group; and 
 2. application is made by the group to Principal Life; and 

 
3. any information given on this form, the application form, or discovered independently is evaluated and coverage is

approved at the home office of Principal Life. 
An agent or broker cannot change or waive any rates, benefits, or provisions of the policy if issued without the written approval
of an officer of Principal Life. 
Any person who, with intent to defraud or knowing that he or she is facilitating a fraud against an insurer, submits an application 
or files a claim containing a false or deceptive statement, may be guilty of insurance fraud. Fraud or misrepresentation may be
grounds for nonrenewal or termination under the terms of the group policy. 

Employer to Complete: 
Benefit administrator’s signature  Title  Date 

Officer’s signature  Title  Date 

Marketing Office to Complete: 
Reviewer:   Date called home office   Field underwriting done? 
   
    yes  no 

Home Office to Complete: 
Reviewer:   Date 
  
  

 accept  

 decline  
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STATE OF ARKANSAS 
INSURANCE DEPARTMENT 

 
CERTIFICATION OF READABILITY 

 
 
 
I, Mark L. Hill, an Officer of Principal Life Insurance Company hereby certify that the attached 
form(s) has (have) achieved a Flesch Reading Ease Score of: 

 
Form No. Form Name Flesch Score

GC 5000-2 et al Group Medical Expense Policy Forms 50.4 
GH 100 A-1 et al Group Medical Expense Booklet-Certificate Forms 50 

  
and complies with the requirements of Ark. Stat. Ann. Sections 66-3251 through 66-3258, cited as 
the Life and Disability Insurance Policy Language Simplification Act. 
 
 
 
 PRINCIPAL LIFE INSURANCE COMPANY 
 
 

 

 

  
 Mark L. Hill, Director 
 Group Life and Health Compliance 
 
 
 
                          September 23, 2009  
 Date 



1 

ADDENDUM A  
Policy Forms 

 
The following is a list of policy forms included in the September 23, 2009 submission, 
providing a brief description of the changes made on each form.  Please refer to the 
Statement of Variability included with the filing for an explanation of the variables 
included on each form.  Please refer to the attached forms listing for a list of those forms 
that are being replaced. 
 

Policy Form GC 5000-2 – Title Page 
 
- Added text to allow Association type cases. 
 

Policy Form GC 5002-5 – Definitions 
 

- Revised definition of Average Wholesale Price to update to industry standard 
- Added definition of Clinical Trials 
- Added flexibility to use Network Provider instead of PPO Provider where applicable 

through out all of the definitions section and remaining policy sections 
- Revised definition of Dependent Child; Dependent Children; Domestic Partner to add 

brackets around ages for flexibility 
- Added a variable to definition of Full-time Employee which would allow the option 

to cover independent contractors 
- Revised definition of Hospital to exclude assisted living facilities 
- Added flexibility to allow for Observation Room Services which respect to the 

definition of Hospital Inpatient Confined 
- Added definitions for Laboratory Network and Laboratory Services which were 

previously on the Outpatient Laboratory Services section 
- Added definition of Master Policy to be used with Association type cases. 
- Added definition of Observation Services 
- Revised definition of Participating Unit to allow for Association type cases. 
- Revised definition of Physician Visit Charges to allow flexibility as to what will be 

included 
- Revised definition of Policyholder to allow for Association type cases. 
- Revised definition of Preferred Provider to allow flexibility to use Network Provider 
- Revised definition of Transplant Network to remove the actual name of the Network 
 

Policy Form GC 5003-4 and GC 5003 SE-4 – Policy Administration - Contract 
 
- Revised requirements defining an eligible group 
- Added Association text 
 

Policy Form GC 5004-3 - Policy Administration - Premium  
 

- Added additional flexibility under Premium Rate Change to allow change in premium 
if a misrepresentation is found. 
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Policy Form GC 5005 (R) and GC 5005 SE (R) – Policy Administration – Policy 

Termination 
 

- Added Association text 
 

Policy Form GC 5007 (R) – Individual Requirements and Rights – Effective Dates 
 

- Added text for Federal Mandate for Child Health Insurance Program (CHIP)  
 

Policy Form GC 5009 AR (R) – Individual Requirements and Rights – Continuation 
 

- Added text for Federal Mandate – Michelle’s Law 
 

Policy Form GC 5012 (R) – General Provisions and State Mandates 
 

- Added flexibility to use Network Provider instead of PPO Provider text 
- Updated for new state mandates  
 

Policy Form GC 5014 AR (R) – Payment Conditions – PPO 
 
- Added flexibility to use Network Provider instead of PPO Provider text 
- Added various plan options for special Wellness Benefits, Well Child, Pediatric 

Vaccines, Mammograms & Colonoscopy benefits, Emergency Room Services for a 
Medical Emergency Benefits and Provider Administered Specialty Drugs 

- Added flexibility to apply benefit penalties to PPO or Network Providers 
- Reformatted the Benefit Penalty Section to include more information on the actual 

Utilization Management pages (GC 5017 and GC 5018)  
 

Policy Form GC 5014 A (R) – Copay, Deductible and Out-of-Pocket 
 

- Added flexibility to use Network Provider instead of PPO Provider text 
- Added Copay options for special Wellness Benefits, Well Child, Pediatric Vaccines, 

Mammograms & Colonoscopy benefits, Emergency Room Services for a Medical 
Emergency Benefits and Provider Administered Specialty Drugs 

- Removed vendor /network name for outpatient Laboratory Services 
- Revised terminology for MRI’s, CATs, PETS, SPECTS and other similar imaging 

tests.  These items will now be referred to Advanced Imaging Services.  This change 
applies through out the benefit sections 

- Added clarifying text with respect to newborn and mother copay/deductibles 
applicability 

- Added additional Covered Charges for items not counting toward satisfaction of Out-
of-Pocket 
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Policy Form GC 5014 B (R) – Covered Charges 

 
- Revised text to allow flexibility to refer to network providers instead of PPO 

providers 
- Revised some services provided under Hospital Services 
- Added flexibility to Physician Hospital Services Covered Charge to be able to pay for 

the professional component that is billed by a pathologist in connection with 
laboratory texting.   

- Added flexibility to what would be covered under the Physician Office or Clinic 
Services Covered Charge 

- Revised definition for drugs and medicines under All Other Covered Charges 
- Added Covered Charge for Dental Services for certain conditions 
- Added flexibility for how charges for outpatient non-surgical back, neck and spine 

are paid 
- Added the flexibility to revise the percentage paid under Multiple Surgical 

Procedures and Assistant during Surgical Procedures to pay an amount that could be 
reflected in a special provider network contract 

- Added a new Article for Covered Charges for Multiple [Advanced Imaging Services] 
[and] [Certain Diagnostic Testing] with the flexibility to revise the percentage paid to 
pay an amount that could be reflected in a special provider network contract  

- Added a new Covered Charge for [Provider Administered] Specialty Prescription 
Drugs.  This new Covered Charge allows flexibility in where the drugs are dispensed 
as well as the amount paid for each of the different Specialty RX. 

- Added a Covered Charge for Clinical Trial to go along with the new Definition noted 
above in GC 5002. 

 
Policy Form GC 5014 C AR-2 – Mental Health, Behavioral, Alcohol or Drug Abuse 

Treatment Services 
 
- Updated this Policy Form to reflect the new Mental Health Parity Requirements. 
- Revised text to allow flexibility to refer to network providers instead of PPO 

providers 
- Added variable referring to Utilization Management pages (GC 5017 and GC 5018)  
 
 

Policy Form GC 5014 D (R) – Transplant Services 
 
- Revised the policy form to remove the actual transplant listing  
- Revised the Outside of Transplant Network Benefit to $30,000 
- Removed the actual name of the Transplant Network to allow flexibility 
- Revised text to allow flexibility to refer to network providers instead of PPO 

providers 
- Added variable referring to Utilization Management pages (GC 5017 and GC 5018)  
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Policy Form GC 5014 E (R) – Medical Emergency 

 
- Added clarifying text as to payment guidelines and bracketed plan options for 

flexibility 
- Revised text to allow flexibility to refer to network providers instead of PPO 

providers 
 

Policy Form GC 5014 F (R) – Wellness Services 
 

- Revised text to allow flexibility to refer to network providers instead of PPO 
providers 

- Added additional plan options for Adult Wellness and Well Child Visits 
- Added flexibility to what is covered under Routine Physician Exam 
- Added plan options for Pediatric Vaccines 
- Added an additional plan option to pay all colonoscopies the same.  Added a plan 

option to not apply a calendar year maximum per insured person 
- Added an additional plan option for Mammograms 
- Revised the Morbid Obesity benefit 
 

Policy Form GC 5014 G (R) – Rehabilitative Services 
 
- Added flexibility for how charges for Back, Neck and Spine are paid 
- Revised text to allow flexibility to refer to network providers instead of PPO 

providers 
 

Policy Form GC 5014 H (R) – Outpatient X-ray and Laboratory Services 
 
- Revised text to allow flexibility to refer to network providers instead of PPO 

providers 
- Added flexibility to pay for the professional component if billed by a provider in 

connection with laboratory testing 
- Removed vendor /network name for outpatient Laboratory Services 
- Removed definition of Laboratory Services to Definitions section 
 

Policy Form GC 5014 HH – Advanced Imaging Services 
 

- This is a new policy form to provide benefits for Advanced Imaging Services such as 
MRI, CATs, PETs and SPECTs  

- Includes text to allow flexibility to refer to network providers instead of PPO 
providers 

- Add a pre-authorization requirement for Advanced Imaging Services 
- Add benefit penalties when pre-authorization is not obtained for Advanced Imaging 

Services 
- Includes variable referring to Utilization Management pages (GC 5017 and GC 5018)  
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Policy Form GC 5014 I-1 – Emergency Room Services 

 
- Added benefit option wording for Medical Emergencies and Non-Medical 

Emergencies 
- Revised text to allow flexibility to refer to network providers instead of PPO 

providers 
 
 

Policy Form GC 5014 J (R) – Home Health Care and Home Infusion Therapy Services 
 

- Revised text to allow flexibility to refer to network providers instead of PPO 
providers 

- Updated text for how [Provider Administered] Specialty Prescription Drugs and [Self 
Administered] are paid 

- Updated the standard maximum number of Home Visits to [60] 
- Removed injectable anticoagulants under Home Infusion Therapy. These are now 

being paid under Prescription Drugs section 
- Added variable referring to Utilization Management pages (GC 5017 and GC 5018)  

 
Policy Form GC 5014 K (R) – Durable Medical Equipment 

 
- Revised text to allow flexibility to refer to network providers instead of PPO 

providers 
 

Policy Form GC 5014 L-1 – Prosthetics 
 

- Updated for state mandate 
- Revised text to allow flexibility to refer to network providers instead of PPO 

providers 
 

Policy Form GC 5014 M AR-1 – Hospice Care 
 

- Revised text to allow flexibility to refer to network providers instead of PPO 
providers 

 
Policy Form GC 5014 N (R) – Skilled Nursing Facility Confinement 

 
- Revised text to allow flexibility to refer to network providers instead of PPO 

providers 
 
 Added variable referring to Utilization Management pages (GC 5017 and GC 5018)  
 



6 

 
Policy Form GC 5014 O-1 – Complementary Medicine 

 
- Revised text to allow flexibility to refer to network providers instead of PPO 

providers 
 

Form GC 5014 P AR-1 – Extended Benefits 
 
- Revised text to allow flexibility to refer to network providers instead of PPO 

providers 
Policy Form GC 5014 Q AR-2 – Limitations 

 
- Updated Experimental or Investigational Measures limitation 
- Updated Eye limitation 
- Updated drugs and medicines limitation 
- Updated limitation with respect to participation in a criminal activity to exclude 

Treatment or Service received as a result of domestic abuse per the instructions of the 
DOL 

- Updated limitation to add caffeine addiction 
- Updated limitation for foot care to further clarify  
- Added text to limitation for non-synostotic plagiocephaly to explain this means 

(positional head deformity) 
- Added brackets to limitation regarding after hours, Sundays, holidays and weekends. 

This will no longer be a standard limitation 
- Added brackets to limitation for Treatment or Service for unattended sleep studies.  

This will no longer be a standard limitation 
- Updated limitations for School and Sports physicals  
- Added limitation for Alcohol or drug abuse drugs or medicines and medication 

management 
- Added limitation for Never Events  
- Added limitations for charges for administering Self Administered Specialty 

Prescription Drugs received for other than while Hospital Inpatient Confined 
- Added limitation for administering Provider Specialty Prescription Drugs received for 

other than while Hospital Inpatient Confined 
- Added limitation for maxillary and mandibular osteotomies 
- Added limitation for growth hormones  
- Added limitation for reduction mammoplasty 
- Added clarifying limitation relating to drugs or medications that are paid under the 

RX portion   
 
NOTE: The same revisions described above will apply to policy forms: GC 5014 

(HDHP) and GC 5013 forms as applicable. 
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Policy Form GC 5017 (R) and GC 5108 (R) – Utilization Management Program 

 
- Updated text to reflect Observation Room state requirements. 
- Updated text to require notification of a Medical Emergency the next business day  
- Updated text to clarify that review for medically appropriate care is required from the 

first day of admission 
- Updated the Pretreatment/Pre-Authorization Requirements 
- Rearranged section to add a new Article for Benefit Penalty Information 
- Updated to better reflect who can request an appeal.  
 

Policy Form GC 5022 (R) – Prescription Drugs 
 

- Added option for [Self Administered] Specialty Prescription Drugs where applicable 
- Updated some Definitions 
- Updated additional Covered Charges 
- Updated certain Limitations 
 

Policy Form GC 5023 (R) – Mail Service Prescription Drugs 
 

- Updated certain Definitions and Limitations 
 

Policy Form GC 5024 (R) – Claim Procedures 
 

- Updated Proof of Loss to be 12 months 
- Updated to indicated non-PPO benefits will be paid to the Member or Dependent 
- Updated to remove vendor/network name for Transplant Services and outpatient 

Laboratory Services 
 

Policy Form GC 5028 (R) – Coordination with Other Benefits 
 

- Updated to add variables to add flexibility in the amount to be as determined 
between The Principal and the provider. 

 
Policy Form GC 5031-1 and GC 5031 SE-1 – Participating Unit Provisions 

 
- Updated to allow for Association type cases. 
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A list of Group products that will be using these forms is included at the end of this Addendum.  
Any exceptions to the product list are described in the specific form information included below. 

 
1. Employer Application for Group Insurance (GP 45697-7) – This form is being revised to 

clarify questions that sometimes result in incorrect or missing information during the 
application/issue process.  This form replaces the previously filed and approved Employer 
Application Forms as noted on the Forms Schedule tab for new business sold after the date of 
approval of this form.  Here is a brief list of the items that were changed on this form: 

 
- Request for Benefits section – added question regarding benefits as quoted in 

proposal; removed question regarding job classes 
- Eligibility Waiting Period section – revised waiting period options to clarify how the 

eligibility waiting period works; Employer Contribution section – revised retiree 
coverage information 

- Definition of Compensation section – added question about averaging salaries when 
commission or bonus are included for benefits based on salary 

- Employee Eligibility section – revised to clarify choices available to employers and to 
clarify ineligible employees; revised questions regarding number of employees and 
the number eligible for group benefits 

- Employer Group Size for Medical – revised to gather additional group size 
information for groups who may be subject to mental health parity laws 

- Medical/Dental/Vision section – minor change to COBRA question (asking if any 
persons are on COBRA) 

- Agreement and Signatures section: 
 A new bullet item for electronic delivery of policies and booklet-certificates has 

been added.   
 
2. Risk Appraisal Questionnaire (GP 47645-2) –This form replaces the previously filed and 

approved Risk Appraisal Questionnaire as noted on the Forms Schedule tab.  This form is 
being revised to clarify information that sometimes results in incorrect or missing 
information during the application/issue process  Here is a brief list of the items that were 
changed on this form: 

 
- Questions were added to gather information about affiliated or subsidiary companies and 

to ask if the employer has multiple locations 
- Question 1 – a section for the prior carrier funding arrangement has been added 
- Question 2 – the column headings were revised and additional questions have been added 

regarding the employer’s contribution percentage, the number of total employees, and the 
number of employees currently enrolled in the employer’s medical plan 

- Question 3: 
 In item c., an additional question has been added to ask for detailed information on 

any actively insured member with the conditions noted 
 In item d., the employer is now asked to provide details for any disabled employees 

or dependents or developmentally disabled/physically handicapped dependent 
children over the age of 19 
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PRODUCT LIST 

 
Unless noted earlier in this Addendum, the forms listed in this Addendum will be used with the 
following previously approved Group Insurance products: 
 
Policy Form Numbers Group Product Coverage 

GC 6000 et al Group Term Life Insurance 
GC 6000 (VTL) et al Group Voluntary Term Life Insurance 
GC 3000 et al Group Long Term Disability Insurance 
GC 4000 et al Group Short Term Disability Insurance 
GC 7000 et al Group Dental Expense Insurance 
GC 7100 et al Group Dental Expense Insurance 
GC 900 et al Group Vision Expense Insurance 
GC 5000 et al Group Medical Expense Insurance 
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PRINCIPAL LIFE INSURANCE COMPANY  
STATEMENT OF VARIABILITY  

FOR 2010 MEDICAL GENERATION FILING 
STATE OF ARKANSAS 

 
 
Policy Form GC 5000-2 – Title Page 
 
[1] This variable will be updated to include the name of the Company which would 

be the Policyholder.  Throughout the policy, the terms [Policyholder] and 
[Participating Unit] are bracketed.  The term [Policyholder] will be used unless 
there is a [Participating Unit] and then the term [Participating Unit] will be used 
where applicable. 

 
[3] This variable will be used if the Group Policy is issued to an Association. 
 
[4] This variable will be updated to include the current Date of Issue. 
 
[5] This variable will be used when Prescription Drug Coverage is included in the 

Group Policy. 
 
[6] This variable will be used when Mail Service Prescription Drugs are included in 

the Group Policy.   
 
[7] This variable will include the appropriate Group Policy Number. 
 
[8] This variable is used to indicate the Contract State of Issue which would be 

Arkansas.  
 
Policy Form GC 5001-4 – Table of Contents – The variables included in the Table of  
Contents will either be used or not used for a particular Policyholder. 
 
Policy Forms GC 5002-5 – Definitions 
 
[8A] Definition of Alcohol or Drug Abuse Treatment Services.  This variable will be 

used for Small Employers who elect Mental Health coverage but do not elect the 
Mental Health, Behavioral, Alcohol or Drug Abuse Treatment Services 
complying with the Federal Mental Health Parity Requirement, which must be 
offered to them.  

 
[9] Definition of Clinical Trial.  This is a new definition to allow us to cover portions 

of Clinical Trials.   
 
[9A] Definition of Community Mental Health Center.  The first variable will be used 

for Small Employers who elect Mental Health coverage but do not elect the 
Mental Health, Behavioral, Alcohol or Drug Abuse Treatment Services 
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complying with the Federal Mental Health Parity Requirement, which must be 
offered to them. The second variable is the standard benefit used for Large 
Employers (or Small Employers who elect this coverage) for Mental Health, 
Behavioral, Alcohol or Drug Abuse Treatment Services which complies with the 
Federal Mental Health Parity Requirement.  This will apply to these variables 
whereever used in the policy.   

 
[10] Definition of Copayment; Copay.  This variable will be used with benefit plans 

that have a copayment or copay feature.   
 
[11] The reference to [PPO] is being bracket and we are adding [network] in its place.  

We want to the option to be able to refer to network providers throughout the 
policy and booklet in lieu of PPO providers.  This change is being added for 
flexibility throughout the entire policy and booklet.  

 
[12] Definition of Covered Charges and Medically Necessary Care. – We are currently 

using the term Covered Charge which better clarifies the term to meet the 
specificity required by the HIPAA-ERISA claims rules.  We feel this term will 
lessen the impression that we are questioning a medical professional’s 
competency when we are simply applying the terms of the policy to the claims 
presented for reimbursement or any proposed Treatment or Service. 

 
[13] Definition of Date of Issue.  This variable will indicate the actual Date of Issue for 

the Group Policy. 
 
[14] Definition of Dependent; Dependent Child; Dependent Children.  This definition 

will be used with cases that have Dependent Coverage.  There will be references 
throughout the policy regarding Dependents.  Those bracketed items will be used 
should the case have Dependent Coverage.   

 
[15] Definition of Dependent; Dependent Child; Dependent Children.  The definition 

of Dependent allows for coverage for Domestic Partner coverage.  This variable 
for Domestic Partner coverage will be used when the Policy elects to cover 
Domestic Partners.  Please also see the definition of Domestic Partner. 

 
[16] Definition of Dependent; Dependent Child; Dependent Children.  Our standard to 

allow coverage for a Dependent Child is a child less than 19.  We have bracketed 
the age to allow flexibility should the Policyholder want to allow other children to 
be covered.  We also would apply any required state requirements to this age 
limitation as necessary.   

 
 Our age ranges for variables where we’ve indicated [19] will be ages 19-27. 
 Our age ranges for variables where we’ve indicated [25] will be ages 25-30 
 Our range for Mormon Missionary is 2-3 yrs 
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[19] Definition of Developmental Disability.  This variable is used in conjunction with 
our Continuation Provision (Policy Form GC 5009 AR (R). 

 
[20] Our standard age to cover a Domestic Partner as a Dependent is age 18.  

However, we have bracketed the age 18 to allow flexibility should a Policyholder 
wish to have a different age limit.   

 
[21] Definition of Full-Time Employee.  This definition for Full-time Employees will 

be used for non small-group employees. The 30 hours will be our standard.  
However, this has been made a variable to allow flexibility should a Policyholder 
request it.  Our ranges would be from 20 to 40 hours.   

 
 Definition of Eligible Employees.  This definition will be used for small employer 

groups instead of the definition of Full-Time Employee noted above.   
 
[22] Definition of Full-Time Student.  This definition is used in conjunction with the 

definition of Dependent.   
 
[23] Definition of Hospital Inpatient Confined; Hospital Inpatient Confinement.  This 

definition has been updated to add flexibility regarding the 23 hour requirement 
for Hospital Inpatient Confinement should a Policyholder request.   Our ranges  
for this particular definition would be 23 to 47 hours.   

 
[24] Definition of Insurance Month.  This definition will be updated to track with a 

particular Policyholder’s information. 
 
[159] Definition of Laboratory Network and Laboratory Services. These definitions are 

used when [159] on form GC 5014 H (R) are used.   
 
[25] Definition of Master Policy.   This definition will be used with the Group Policy 

is issued to an Association.  It will list the name of the Association.   
 
[26] Definition of Member.  This definition will vary depending on the Policyholder or 

Participating Unit’s specifications.   
 
[27] Definition of Mental Health, Behavioral, Alcohol or Drug Abuse Treatment.  This 

definition will standardly be used for Large Employers who elect Mental Health 
coverage.  It will also be used for Small Employers who elect Mental Health 
coverage and who elect the Mental Health, Behavioral, Alcohol or Drug Abuse 
Treatment Services complying with the Federal Mental Health Parity 
Requirement, which must be offered to them.  

 
[27A] Definition of Mental Health or Behavioral Treatment Services.  This variable will 

be used for Small Employers who elect Mental Health coverage but do not elect 
the Mental Health, Behavioral, Alcohol or Drug Abuse Treatment Services 
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complying with the Federal Mental Health Parity Requirement, which must be 
offered to them.   

 
[28] Definition of Non-[Preferred] [Network] Provider/Non-[PPO][Network] Provider.  

This definition will be used with the Benefit Plan is a Preferred or Network Plan.   
 
[29] Definition of Observation Services.  This definition is being added to clarify what 

is considered to be observation services as opposed to those services considered to 
be Hospital Inpatient Services.   

 
[30] Definition of Participating Unit.  This definition will be used for cases that have 

Participating Units.   
 
[30A] This section of the Definition of Participating Unit will be used when there is an 

Association covered under this Group Policy. 
 
[32] Definition of Period of Confinement.  This definition is used when the particular 

benefit plan has a copay.   
 
[33] Definition of Physical Handicap.  This definition is included when there is 

Dependent Coverage included. 
 
[34] Definition of Physician Visit.  This definition includes the flexibility to allow on-

line consultations to be part of a Physician Visit.  This will not be our standard 
feature, however, it is available at the Policyholder’s request.   

 
[35] Definition of Physician Visit Charges.  This definition would be used with a 

Comprehensive Plan.  
 
[35A] The services to be included under a Physician Visit are bracketed to allow 

flexibility for in the plan designs. 
 
[36] Definition of Policy Anniversary.  This definition will be updated to reflect the 

applicable information for a particular Group Policyholder. 
 
[37] Definition of Policyholder.  This definition is used to indicate who the Group 

Policy is issued to.  It relates back to footnote [1] on Policy Form GC 5000-2. 
 
[38] This variable would be used should this Group Policy be issued to an Association.  

The name of the Association would appear in the brackets as well. 
 
[39] Definition of [Preferred][Network] Provider.  This definition will be used with 

network plans.  We have bracketed the terms Preferred and Network to allow 
Policyholders to determine if they would prefer to use the term Preferred Provider 
or Network Provider.  Any place in this Group Policy where the terms Preferred 
or PPO is used we have added the variable Network.   
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[40] Definition of [Preferred][Network] Provider Organization Service Area.  This 

definition will be used with network type plans.   
 
[41] Definition of Prevailing Charge.  This definition is used to describe/disclose how 

The Principal determines the prevailing fee for payment of medical claims for 
PPO/Network plans.   

 
[41A] This is an option that the prevailing fee for PPO/Network providers will be based 

on the negotiated fee between PPO/network providers and the PPO/network. 
 

For this option, for Non-PPO/Network the standard prevailing fee will be [75%].  
We would allow ranges from 60 to 95%. 

 
[41B] This is an option that the prevailing fee for medical care received from non-

preferred/network providers will be based on a cost-based methodology instead of 
the charged based methodology.  

 
[41C] This variable will be used when a Transplant Network Provider is used. 
 
[41D] This is our standard.  
 
[42] Definition of Prevailing Charge.   This definition is used to describe/disclose how 

The Principal determines the prevailing fee for payment of medical claims for 
Indemnity Plans.   

 
 The prevailing fee will standard be [80%].  However, we are also requesting 

approval for variables of 60% to 95%.       
 
[42A] This is an option that the prevailing fee for medical care will be based on a cost-

based methodology instead of the charged based methodology. 
 
[42B] This option will be used when a Transplant Network Provider is used.   
 
[42C] This is standardly used.   
 
[43] Definition of Primary Care Physician.  This definition is used on plan designs that 

have separate copay amounts for Primary Care Physicians and Specialty 
Providers.   

 
[44] Definition of Prior Plan.  This definition is used when coverage under this policy 

is replacing prior coverage and the Replacement of a Prior Plan provision on GC 
5025 apply. 

 
[45] Definition of Specialty Provider.  This definition is used on plan designs that have 

separate copay amounts for Primary Care Physicians and Specialty Providers.   
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[46] Definition of Temporomandibular Services.  Generally services for TMJ are 

excluded from coverage under this Group Policy.  However, we have an optional 
benefit that provides a limited benefit for these services based on the 
Policyholders request.   

 
[47] Definition of Total Disability; Totally Disabled.  This definition is always used  in 

connection with the Extended Benefits provision in GC 5014 P AR-1.  The 
variables included will be used depending on how the Policyholder covers retirees 
under the Group Policy.   

 
[48] Definition of Transplant Network.  This definition is used when the plan includes 

a Transplant Network provision.   
 
[49] Definition of Waiting Period.  This definition is updated to reflect the actual 

information for each Policyholder.  The range would be 0-12 months. 
 
Policy Form GC 5003-4 and GC 5003 SE-4 – Policy Administration - Contract 
 
[51] The provisions on this form apply to large employer groups. 
 
[51A] The provisions on this form apply to small employer groups. 
 
[52] This Article has been added to allow for fees to be charged for special requests 

made by the Policyholder for administrative procedures.   
 
[53] Our standard amount is 50% however, the percentage could range from 0% to 

50%. 
 
[54] The standard number of employees would be 5 or fewer and 100%, however, the 

numbers could range from 0 to 5 and 50% to 100%. 
 
[55] This variable will be used if Dependent Coverage is part of the plan. 
 
[56] The standard number would be 0 to 24% and 75%.  However, the amounts could 

range from 50% to 100%.   
 
[57] This variable will be used with Waiver of Non-Contributory Coverage. 
 
[58] This variable will be used with an Association case. 
 
[59] The variables can range from 0 to 10. 
 
[60] The variable can range from 11 or more. 
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[61] The 31 day notice is our standard.  We would update this timing if a state required 
such a change.   

 
[62] This provision is available upon a Policyholders Request.   
 
[63] This variable will be used should the plan provide Dependent Coverage. 
 
[64] This Value Added Service provision is a standard feature under our plans.  

However, we are allowing the flexibility for a large group policyholder to not 
include it in their particular benefit plans.  

 
Policy Form GC 5004-3 – Policy Administration - Premiums 
 
[65] This variable will be used when the Group Policy is issued to an 

Employer/Employee type Group. 
 
[65A] This article includes variable information regarding fees being assessed to the 

Policyholder for late payment of premium/insufficient funds.   
 
[66] This variable will be used with Participating Units. 
 
[66A] This article includes variable information regarding fees being assessed to the 

Participating Unit for late payment of premium/insufficient funds.   
 
[67] This variable will be used to include the Initial Premium Rates.  The actual 

premium will vary depending on the plan of benefits chosen by the Policyholder. 
 
[68] This variable will be our standard for premium changes. 
 
[69] This variable provision is included to allow for premium changes on any premium 

due date after the initial premium has been in force for at least 12 months. 
 
[70] This variable allows for premium changes when the make-up of the group 

changes.  This variable will not be used with Small Employer Groups.   
 
[70A] This variable allows for premium changes when misrepresentation is discovered. 
  
[71] This variable is for situations when a Policyholder decides to not participate in the 

electronic services program.  
 
[72] This variable allows for a fee to be charged should the Policyholder not notify 

The Principal in a timely manner.   
 
[72A] 31 Days is our standard 
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[73] These variables will be used depending on the particular plan chosen by the 
Policyholder with respect to whether the Member will or will not contribute part 
of the premium. 

 
Policy Forms GC 5005 (R) and GC 5005 SE (R) – Policy Administration – Policy 

Termination 
 
[75] This variable will be used in the Group Policy is issued to an Association. 
 
[76] The 31 days is our standard unless a state requires different timing.  We would 

use the state requirement. 
 
[77] The 31 days is our standard unless a state requires different timing.  We would 

use the state requirement. 
 
[78] Our standard is “any premium due date”.  However, if states require something 

different we would include.  We would follow the state requirement. 
 
[79] This Reinstatement Provision allows a Policyholder to reinstate it’s Group Policy.  

If the reinstatement is allowed, a reinstatement fee may be assessed.  This is not a 
standard feature but is available upon the Policyholder’s request.  

 
Policy Form GC 5007 (R) – Individual Requirements and Rights – Effective Dates  
 
[79A] This form is being updated to comply with the Child Health Insurance Program 

(CHIP). 
 
[79B] The variables for Waiver of Non-Contributory Coverage is our standard 

provision.  We are leaving it as a variable to allow flexibility for a Policyholder to 
not include that in there plan.  

 
Policy Form GC 5009 AR (R) – Individual Requirements and Rights - Continuation  
 
[80] This article allows for coverage to be continued for 12 consecutive months.  The 

variables included will be modified to fit the particular Policyholders request. 
 
[80A] This variable will be used should a particular Policyholder want to provide 

Retiree Coverage. 
 
[80B] This variable will be used on all plans that have a Comprehensive Medical 

Overall Lifetime Maximum Amount. 
 
[80C] This variable will be used if Dependent Medical Expense Insurance is chosen by 

the Policyholder. 
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[81] This variable will be used on all plans that have a Comprehensive Medical 
Overall Lifetime Maximum Amount. 

 
[82] This provision is being added to comply with the new federal law called 

Michelle’s Law.   
 
Policy Form GC 5012 (R) – Benefits – General Provisions 
 
[83] These variables will be modified to fit the particular Policyholders plan of 

benefits. 
 
[84] These variables will be modified to fit the particular Policyholders plan of 

benefits. 
 
[85] This variable will be used on all plans that have a Comprehensive Medical 

Overall Lifetime Maximum Amount. 
 
[86] This variable will be used if Prescription Drug Coverage is included. 
 
[86A] For these state required benefits: 
 

[1]   Used for our Preferred Provider (PPO) and Comp (Indemnity) plans.  
[2]   Used for HDHP Plans. 

 
[87] This variable will be used if Mail Service Prescription Drug Coverage is included.   
 
 
[87A]  This variable is used when the Policyholder elects multiple [PPO] [Network] plan 

options and the employee can choose from the multiple plans. 
 
[87B] This variable is used when the Policyholder elects multiple [PPO] [networks] and 

the employee can choose from the multiple networks. 
  
Policy Form GC 5014 AR (R) – This form is used for PPO/NETWORK  Plans: - 

Payment Conditions 
 
[88] This section is used to indicate the network benefits chosen for the particular 

policyholder.  The particular variables included would either be included or not 
included depending on a policyholder’s particular plan design.  

 
 The percentages noted below will comply with the [PPO] [Network]/Non-[PPO] 

[Network] differential requirement in your state. 
 
[89] This variable indicates the particular coinsurance percent that would be paid on a 

network provider benefit plan.  The particular variables included in this paragraph 
will be used or not used based on a policyholders plan design.  If the plan design 
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included the Provider Administered Specialty RX provision which is on Policy 
Form GC 5014 B (R), then those particular Provider Administered Specialty RX 
drugs would not be paid at the particular coinsurance amount chosen by the 
policyholder, but would be paid as the Provider Administered Specialty RX 
provision indicated in Policy Form GC 5014 B (R).   

 
 The percentage amount can range from 50% to 100%  
 
[90] This is a benefit plan for Physician Office or Clinic Services.  As indicated above 

the variables will be used depending on the policyholder’s requested benefit plan.   
  
 The percentage amount can range from 50% to 100%. 
 
 The dollar amount per visit can range from $250 to $2,000. 
 
 The number of visits can range from 2 to 12 visits.    
 
[91] This benefit option will be used along with the Wellness Benefit provided on 

Policy Form GC 5014 F (R).   
 
 The percent amount can range from 50% to 100%. 
 
 The dollar amount can range from $250 to $2,000. 
 
[92] This benefit option will be used along with the Wellness Benefit provided on 

Policy Form GC 5014 F (R) for Colonoscopies.   
 
 The percent amount can range from 50% to 100%. 
 
[93] The benefit option is used for Medical Emergency as reflected on Policy Form 

GC 5014 E (R). 
 
 The percent amount can range from 50% to 100%. 
 
[94] This is a benefit option for Physician Office or Clinic Service to be paid at 100% 
 
[95] This is a benefit option for outpatient, clinic or office-based surgery to be paid at a 

different percentage.   
 
 The percent amount can range from 50% to 100%.   
 
[95A] This is a benefit option for [Provider Administered] Specialty Prescription Drugs 

paid at 100% at different types of pharmacy locations.  The percentage amount 
can range from 50% to 100%.   

 
[96] This benefit option would be used for an MSA plan.   
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 The dollar amount can range from  $250 - $30,000 and $500 to $60,000. 
 
[97] These variable items are items that could be paid differently than noted above.  

Therefore, should a plan include the benefit penalty provision, this variable would 
show under the exceptions.  Should a particular benefit plan have any of the items 
noted below, they would show up as exceptions from the typical benefit plan 
above.   

 
 These items are at Policyholder’s request. 
 
[98] The following variables will be used to indicate the benefit plan chosen for a non-

network provider.  The variables would be different depending upon the particular 
plan the policyholder chose.   

 
[99] This variable indicates the particular coinsurance percent that would be paid on a 

non-network provider benefit plan.  The particular variables included in this 
paragraph will be used or not used based on a policyholders plan design.  If the 
plan design included the Provider Administered Specialty RX provision which is 
described on Policy Form GC 5014 B (R), then those particular Provider 
Administered Specialty RX drugs would not be paid at the particular coinsurance 
amount chosen by the policyholder, but would be paid as the Provider 
Administered Specialty RX provision indicated in Policy Form GC 5014 B (R).   

 
 The percent can range from 40% to 90%. 
 
[100] This is a benefit plan for Physician Office or Clinic Services.  As indicated above 

the variables will be used depending on the policyholder’s requested benefit plan.   
  
 The percent amount can range from 40% to 100%. 
 
 The dollar amount per visit can range from $250 to $2,000. 
 
 The number of visits can range from 2 to 12 visits.   
 
[101] The benefit option is used for Medical Emergency as reflected on Policy Form 

GC 5014 E (R). 
 
 The percent amount can range from 40% to 100%. 
 
[101A]This is a new benefit provision used for Provider Administered Specialty 

Prescription Drugs filled in a Physician office or clinic or outpatient facility, non-
member pharmacy or Home Health Care Agency to be paid at 100%.  However, 
we will have ranges available from 40% to 100%.  

 
[102] The benefit option would be used for an MSA plan.   
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 The dollar amounts can range from $250 - $40,000 and $500 - $80,000 
 
 The percent amount can range from 40% to 100%. 
 
[103] These variable items are items that could be paid differently than noted above.  

Therefore, should a plan include the benefit penalty provision, this variable would 
show under the exceptions.  Should a particular benefit plan have any of the items 
noted below, they would show up as exceptions from the typical benefit plan 
above.   

 
GC 5014 A (R) – Copay, Deductible, Out-of-Pocket and Coinsurance Maximums – 

This page is used to show the copay options chosen by the particular policyholder. 
 
This section will display the network benefit plan options available. 
 
[104] This is a benefit option available that has a copay amount equal to first day room 

and board for a Hospital Inpatient Confinement stay.   
 
[104a] This is a benefit option that has a flat copay option for a hospital Inpatient 

Confinement.   
 
 The Copay amount can range from $100 - $5,000. 
 
[105] This is a benefit option available for a copay amount for an emergency room visit 

other than for a true medical emergency.   
 
 The copay amount can range from $50 - $500. 
 
[106] This is a benefit option for a Copay for a Medical Emergency in an emergency 

room. 
 
 This copay amount can range from $50 - $500. 
 
[107] This benefit option is for a Laboratory Network chosen by The Principal to 

provide Laboratory Services.  The standard is that no copay will apply, however 
the copay may range from 0 - $100. 

 
[108] The benefit option is to allow a copay amount as a percent of coverage charges.   
 
 The percent amount would range from 5% - 50%. 
 
 The Deductible amount would range from $20 - $500 
 
[109] This benefit option allows for a different copay amount for a Primary Care 

Physician and a Specialty Provider. 
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 The copay amount would range from $10 - $150 
 
[110] This benefit option allows for a different percent of covered charge for a Primary 

Care Physician and a Special Provider 
 
 The percent amount would range from 5% to 50%. 
 
 The dollar amount would range from $20 - $500. 
 
[111] The benefit option allows for a different copay amount for the Wellness Benefit 

which is on GC 5014 F (R). 
 
 The copay amount would range from $10 - $100. 
 
[112] This benefit option allows for a different copay amount for the colonoscopy 

benefit under the Wellness Benefit which is on GC 5014 F (R). 
 
 The copay amount would range from $50 - $500. 
 
[113] This benefit option allows for a different copay for the Provider Administered 

Specialty Prescription Drug which is dispensed in a Physician Office, Outpatient 
Setting, Home Health Care or Home Infusion Therapy   The Provider 
Administered Specialty Prescription Drug benefit is explained on Policy Form GC 
5014 B (R). 

 
 The copay amount would range from $50 - $500. 
 
[114] This benefit option allows for a different copay for the Provider Administered 

Specialty Prescription Drug provision which is dispensed at a Provider 
Administered Specialty Pharmacy 

 
 The copay amount would range from $50 - $500. 
 
[115] This benefit option allows for a different copy for Provider Administered 

Specialty Prescription Drugs when dispensed at a Member Pharmacy 
 
 The copay amount would range from $50 - $500. 
 
This section will display the non-network benefit plans available  
 
[116] This is a benefit option available that has a copay amount equal to first day room 

and board for a Hospital Inpatient Confinement stay.   
 
[117] This is a benefit option that has a flat copay option for a hospital inpatient 

confinement. 
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 The Copay amount would range from $100 - $5,000. 
 
[118] This is a benefit option for a Copay for a Medical Emergency in an emergency 

room. 
 
 The Copay amount would range from $50 - $500. 
 
[119] This benefit option is for a Laboratory Network chosen by The Principal to 

provide Laboratory Services.   
 
 The copay will range from $0 - $100. 
 
[120] This benefit option allows for a different copay amount for a Primary Care 

Physician and a Provider Administered Specialty Provider. 
 
 The copay amount would range from $10 - $200. 
 
[121] This benefit option allows for a different percent of covered charges for a Primary 

Care Physician and a Provider Administered Specialty Provider. 
 
 The percent amount would range from $10 - $300. 
 
[122] This benefit option allows for a different copay for the Provider Administered 

Specialty Prescription Drug provision which is dispensed in a Physician Office, 
Outpatient Setting, Home Health Care or Home Infusion setting.   

 
 The copay amount would range from $50 - $1,000. 
 
[123] This benefit option allows for a different copay for the Provider Administered 

Specialty Prescription Drug provision which is dispensed at a Non-member 
Pharmacy. 

 
 The copay amount would range from $50 - $1,000. 
 
[124] This provision will be used if the benefit plan has a deductible feature  This is for 

a network provider benefit plan. 
 
[125] This is a typical benefit formula for the deductible amount.   
 
 The deductible amounts would range from $100 - $10,000. 
 
[125A] This variable will be included to reflect how the deductible amounts will apply for 

a newborn child and mother.   
 
[126] This provision will reflect the non-network deductible amounts. 
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[127] This is a typical deductible benefit formula for a non-network provider.   
 
 The deductible amount would range from $100 - $20,000. 
 
[129] This benefit plan is for plans that have an MSA.   
 
[130] This benefit plan is for family plans that have an MSA. 
 
[131] This provision is used when the benefit plan has an Out-of-Pocket Limit.   
 
[131A] This provision is used in stead of Out-of-Pocket when a Coinsurance Maximum is 

used.   
 
[132] This is an option available at the Policyholders request.  This will not be our 

standard feature. 
 
[133] This Article will be used when the benefit plan includes a copay feature.   
 
Policy Form GC 5014 B (R) – Covered Charges 
 
[134] This variable is used when coverage is provided for the Professional Component 

that is billed by a provider with respect to Lab testing.  It is not our standard 
benefit to cover this however, this is available upon request. 

 
[135] The items have been bracketed to allow for flexibility as to what is included in a 

Physician Office or Clinic visit.   
 
[136] It is not our standard benefit to include coverage for acupuncture treatment.  

However we have included a variable at the request of a policyholder.   
 
 The $500 is our standard, however, the benefit could range from $250 - $2,500.  
 
[137] This variable will be used should a policyholder include Complementary 

Medicine provision in their benefit plan.  This is not a standard feature.   
 
[138] This variable is included to allow Covered Charges to include telephone calls, 

telephone consultations or e-mail communication and consultations as Covered 
Charges in a benefit plan.  It is not our standard feature to include these items.   

 
[139] This variable is included to allow for the option of a maximum benefit to apply to 

ambulance services.  At this time we currently do not have a maximum benefit 
apply to ambulance services. 

 
[140] This Covered Charge is used in conjunction with the Transplant provision 

included in GC 5014 D (R). 
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[141A] This Covered charge goes along with Policy Form GC 5014 G (R) when the plan 

design includes Rehabilitative Services, Outpatient Back, Neck and Spine 
benefits. 

 
[141B] Added a new Covered Charge for Dental Services. 
 
[142] This provision has been revised to reflect the percentages could be different based 

on an agreement between the provider and network.  The variables shown are the 
standard, however, the ranges could run from 0 to 100%. 

 
[142A] This is a new provision to reflect the percentages used for Multiple Advanced 

Imaging procedures during a single patient session.    
 
[143] This provision has been revised to reflect the percentages could be different based 

on an agreement between the provider and network.  The variables of 20% and 
15% are our standard, however, could range from 0 to 50%  

 
[144] This is a new provision for how Specialty Prescription Drugs are paid.  Our 

standard provision will be to cover Provider Administered Specialty Prescription 
Drugs under the medical portion of the policy.  Self Administered Specialty 
Prescription Drugs will be paid under the Prescription Drug portion of the policy.   

 
 For HDHP Plans, both Provider Administered and Self Administered Specialty 

Prescription Drugs will be paid under the medical portion of the policy.  The plan 
options indicated below are not applicable to HDHP Plans. 

 
 The plan options are variable depending on which type of Pharmacy a Member 

chooses to obtain these Provider Administered Specialty RX drugs from.  The 
types of pharmacies are Specialty Pharmacy which is a Pharmacy that Principal 
has designated to dispense the Specialty RX.  Member Pharmacy would be a 
pharmacy which Principal has contracted to with provided all kinds of 
Prescription Drugs, not just the Specialty Drugs.  A non-member pharmacy is a 
pharmacy which the Principal has not contracted services with.   

 
[144A] These are the various plan options available for each drug or refill depending on 

where the drug or refill was done 
. 
[144B] These are the various plan options available for the Administration of the Drug or 

Refill.   
 
[144C] There is a Utilization Management component of this new Provider Administered 

Specialty RX provision.  Depending on the plans chosen by the particular 
Policyholder and the type of pharmacy chosen will determine the type of penalty 
that will apply.    
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[145] This is an option available for coverage for Clinical Trials.   
 
Policy Form GC 5014 C AR-2 – Mental Health, Behavioral, Alcohol or Drug Abuse  
 
[146] This provision is our standard Small Employer benefit for Small Employers who 

elect Mental Health Coverage but who do not elect the Mental Health, Behavioral, 
Alcohol or Drug Abuse Treatment Services complying with the Federal Mental 
Health Parity Requirement, which must be offered to them.   

 
[147] This is an option to require pre-authorization for Treatment or Service for 

Outpatient Services or for Partial Hospitalization or Day Treatment Services.   
 
[148] This provision is our standard Large Employer benefit for Mental Health, 

Behavioral, Alcohol or Drug Abuse Treatment Service which complies with the 
Federal Mental Health Parity Requirement.  It is also available for Small 
Employers who elect Mental Health coverage and elect the Mental Health, 
Behavioral, Alcohol or Drug Abuse Treatment Services complying with the 
Federal Mental Health Parity Requirement.   

 
[149] This variable requires that Outpatient Services be pre-authorized prior to 

receiving the Treatment or Service.   
 
Policy Form GC 5014 D (R) – Transplant Services 
 
[150] This is the Transplant Benefit available when benefits are payable the same as any 

other covered Treatment or Service.  This would be at the Policyholder’s request. 
 We have revised this provision to remove the actual listing of covered transplant. 
 
[151] This is an option available for Transplant Benefits that will vary depending on 

whether the transplant services are received through a Transplant Network.  If the 
Transplant is received from the transplant network that the Principal has 
contracted with to provide the services, benefits will be paid same as any other 
covered Treatment or Service.  If the transplant is not received from a Transplant 
network provider, benefits will be payable the same as any other covered 
Treatment or Service up to an overall lifetime maximum of $30,000 for all 
transplants.   

 
Policy Form GC 5014 F (R) – Wellness Services 
 
[152] This policy form describes our Wellness Services Benefit which includes Routine 

Physical Exams, Pediatric Vaccines, Colonoscopies, Mammograms, Morbid 
Obesity and Smoking Cessation.  All required state mandates will apply.  There is 
flexibility to allow for different plan options that might be chosen by a particular 
Policyholder.   
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[153] We are revising our standard benefit for Colonoscopies.  The standard benefit will 
include a Copay followed by 100%.  Other options re available at the 
Policyholders Request.   

 
[153A] We are adding additional benefit options for coverage of Mammograms.  All 

required state mandates will apply.   
 
Policy Form GC 5014 G (R) – Rehabilitative Services 
 
[154] This policy provision describes our Rehabilitative Services provision that includes 

Outpatient, Office or Clinic Services for Rehabilitation Services for Chiropractic 
Care, Occupational Therapy, Physical Therapy and Speech Therapy and Inpatient 
Rehab Services. 

 
[155] This provision allows for various benefit plan options for Back, Neck and Spine 

Coverage.  The options are at the Policyholder’s request.  The $1,000 benefit is 
our standard benefit, however, we would have ranges from $1,000 to $5,000. 

 
[156] Our standard OT, PT and ST benefit is $2,500, however, we would allow a Large 

Policyholder to have another benefit amount.  The range would be from $2,000 to 
$10,000.   

 
[157] Our standard benefit for Inpatient Rehab Services is 30 days per calendar year.  

However we would allow a Large Group Policyholder to have another amount.  
The number of days could range from 30 to 90 days. 

 
Policy Form GC 5014 H (R) – Outpatient X-Ray and Laboratory Services 
 
158] This provision is used to explain how benefits are payable for outpatient 

laboratory services. This is standardly used.   
 
[159] This provision is standard and is used to explain how benefits are payable for 

outpatient laboratory services when a laboratory network which The Principal has 
contracted with to provide lab services is used.  When this variable is used, [159] 
on GC 5002 will also be used for the definitions of Laboratory Network and 
Laboratory Services. 

 
[160] This variable is being added to allow the professional component billed by a 

provider in connection with the lab testing to be considered a covered charge 
under this Group Policy.   

 
Policy Form GC 5014 HH – Advanced Imaging Services 
 
[161] This is a new provision allowing for cost containment feature for Advanced 

Imaging Services such as CTs, MRI, SPECTs, etc   Pre-Authorization is required 
otherwise a benefit penalty may apply.   



19 

 
Policy Form GC 5014 I-1 – Emergency Room Services 
 
[162] This provision is used to explain how benefits are paid for a Medical Emergency 

and Other than a Medical Emergency in an Emergency Room.   
 
Policy Form GC 5014 J (R) – Home Health Care and Home Infusion Therapy 
 
[163] The 60 Home Health Care visits is our standard benefit.  We would consider a 

different amount if requested from a Large Group Policyholder. 
 
Policy Form GC 5014 K (R) – Durable Medical Equipment 
 
[164] The Durable Medical Equipment Provision has a maximum benefit of $2,500 

each calendar year.  The $2,500 will be our standard benefit, however, $1,000 to 
$20,000 options would also be available at a Policyholder’s request.  The 1.5 
times the manufacturer’s invoice price is our standard.  This has been placed as a 
variable to allow for changes in the industry.   

 
Policy Form GC 5014 N (R) – Skilled Nursing Facility  
 
[167] The maximum benefits of  $800 a day and 60 days are our standard benefits.  

Other options would be considered should a Large Group Policyholder request.   
 
Policy Form GC 5014 Q AR-2 - Limitations 
 
[169] This limitation is standard.  However, it would be deleted if the Policyholder 

chooses to provide the limited benefit for TMJ Services offered. 
 
[170] The limitation has been updated to further clarify limits on routine eye exams. 
 
[171] The limitation is standard.  However, it would be deleted if the Policyholders 

choose to provide Complementary Medicine provision. 
 
[173] This variable text will be used with the Transplant provision. 
 
[174] This limitation allows for coverage for smoking cessation benefit.  We also have 

updated the limitation to exclude coverage for caffeine addiction 
 
[175] This limitation would apply if a person was covered under this Group Policy, 

terminated and purchased a policy using the Individual Purchase Right provision.  
Then, the person returned to work for the same company and was again covered 
under this group policy, yet kept the Individual Purchase Right policy.  Our 
Individual Purchase Right policy does not include COB provisions.  The 
Individual Purchase Right policy can be kept as long as premium payment is 
made.  Another example of when this exclusion would apply is if a person is only 
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covered under the Extended Benefits provision of this group policy and purchases 
an Individual Purchase Right Policy. 

 
[175A] Standard Workers Compensation Limitation for exclusion of payment for 

sickness covered by Workers’ Compensation    
 
[175B] Standard Workers Compensation Limitation for exclusion of payment for injuries 

arising out of or in the course of any employment for wage or profit. 
 
[175C] Optional Worker Compensation Limitation.  If this limitation is chosen by 

employer the standard limitations noted above would not be used.   
 
[176] This is our standard limitation. 
 
[177] This limitation has been revised to help clarify the exclusions for foot care 
 
[178] Two levels of benefits are offered for maternity:  Coverage for Complication of 

Pregnancy only and Full Maternity Coverage.  (The Complications only option is 
not offered in any state that mandates Full Maternity Coverage.)  These two 
options are intended to comply with both state regulations and with the Federal 
Pregnancy Requirements set forth by the 1978 amendment to the Civil rights Act. 

 
 Complications Only:  When this option is elected (as permitted by law), benefits 

are payable for Complications of Pregnancy on the same basis as any other 
sickness, subject to all provisions of the policy.  Complications of Pregnancy is 
defined as any condition that greatly affects the usual medical treatment of a 
normal pregnancy; this includes non-elective abortion and cesarean section.   

 
[180] This limitation is intended to limit benefits payable for services provided outside 

the U.S. to Medical Emergency only.  This will standardly be included, however, 
if requested by a large group Policyholder we might consider removing this 
limitation. 

 
[181] This variable will be used if the Morbid Obesity provision under the Wellness 

Provisions is implemented. 
 
[182] This limitation will not be used if we cover e-mail communication and e-mail 

consultation as a Covered Charge. 
 
[183] This limitation is available as an option for Policyholders 
 
[184] This limitation is available as an option for the Policyholders. 
 
[185] Our standard would be not to use this limitation as we will standardly cover 

unattended home sleep studies. 
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[186] This limitation is available as an option for the Policyholders.  
 
[187] This limitation will our standard limitation.  
 
[188] This is not our standard limitation but available upon request. 
 
[189] This is not our standard limitation but available upon request. 
 
[190] This limitation is used with the Mental Health, Behavioral, Alcohol or Drug 

Abuse Treatment Services described in Section GC 5014 C AR-2. 
 
[191] This is a new limitation to exclude Never Events.  This will be our standard 

limitation. 
 
[192] This limitation excludes Self Administered Specialty RX Drugs from the medical 

portion of the policy as these drugs are paid under the RX section. This will be 
our standard limitation.  

 
[193] This limitation would provide the option of excluding Provider Administered 

Specialty RX Drugs from the medical portion of the policy if and have these 
drugs paid under the RX section. 

  
[194] This is our standard limitation. 
 
[195] This is our standard limitation. 
 
[196] This is our standard limitation. 
 
[197] This is our standard limitation as the drugs and medicines are eligible for 

coverage under the RX section of the group policy.  
 
Policy Forms GC 5013 AR (R) through GC 5013 Q AR-2 -   These forms are for 

indemnity plans.  The same footnotes as indicated above for GC 5014 AR (R) 
through GC 5014 Q AR-2 apply to these forms except where noted below.   

 
[162] This provision is used to explain how benefits are paid in an Emergency Room.  

We have added brackets to add flexibility to how benefits are paid.   
 
[218] This is a typical benefit plan for indemnity benefit plan options.  The variables 

will vary depending on the plan chosen by the employer. 
 
[219] This is a typical benefit plan for indemnity benefit plan options regarding Copay, 

Deductibles and Out-of-Pockets.  The different numbers will vary depending on 
the plan chosen by the employer.   
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Policy Form GC 5014 (HDHP) (R) through GC 5014 Q (HDHP) AR-2   These policy 
forms are used for High Deductible Health Plan Options.  The footnotes noted 
above for GC 5014 AR (R) through GC 5014 Q AR-2 will apply to the High 
Deductible Plan options unless noted.  

 
[220] This is a typical benefit formula for a High Deductible Health Plan which has 

been developed to be used in conjunction with a Health Savings Account.  The 
actual benefit formula may vary depending on the benefits chosen by the 
Policyholder. 

 
[221] This is a benefit formula used for embedded deductible and out-of-pockets. 
 
[220A] This is a typical benefit formula for a High Deductible Health Plan for Non-

[PPO] [Network] Providers.  The actual benefit formula may vary depending 
on the benefits chosen by the Policyholder. 

 
[222] This is a typical benefit formula for a High Deductible Health Plan.  The actual 

benefit formula may vary depending on the benefit chosen by the Policyholder 
 
[222A] This is a typical benefit formula for a High Deductible Health Plan for Non-

[PPO] [Network] Providers.  The actual benefit formula may vary depending 
on the benefits chosen by the Policyholder. 

 
[222B] This text is being added to allow an embedded Deductible option for a High 

Deductible Health Plan. 
 
[223] This Article is used to describe the Prescription Drug and Mail Service 

Prescription Drug benefits other than Special Prescription Drugs for a High 
Deductible Health Plan. 

 
Policy Forms GC 5017 (R) and GC 5018 (R) –Utilization Management Program 
 

 These pages are our Utilization Management Page which explains what is required as far 
as prior authorization before a medical treatment. 

 
[198] These pages included the requirement for prior authorization which and insured 

Member must comply with prior to receiving treatment.   
 
[199] This item has been updated to clarify out Observation Services relate to Hospital 

Inpatient Confinement and what prior authorization is required.   
 
[200] Added clarification to explain that Medical Emergency Admissions are subject to 

review for medically appropriate care from the first day of admission. 
 
[201] This provision has been revised to add flexibility  as to when a Hospital 

Admission Revision is required.  This flexibility is being added to allow 
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Policyholders the option of including it or not including it in their particular 
benefit plans 

 
[202] This provision is being added to clarify the benefits and prior authorization 

requirements for Observation Room Services in excess of the 23 consecutive 
hours.  

 
[203] This is our standard provision. 
 
[204] Article 5 Pretreatment Review has been updated to include the services which 

require prior authorization before treatment.  We have added brackets around the 
items to allow for flexibility for providers and members.  We have added cross 
references to the particular policy provision (for example. Advanced Imaging 
Services in PART IV, Section B (9A) to add clarification. 

 
[205] We have added a new Article for the Benefit Penalty which explains what the 

benefit penalty will be for not following the Utilization Management 
requirements.  There again, this has been bracketed to allow for flexibility should 
a large group policyholder not want to include this as part of their benefit plan.   

 
[206] These provisions have been updated to reflect who has the right to request an 

appeal.    
 
Policy Form GC 5022 (R) – Prescription Drugs  
 
[207] This policy form is used to provide Prescription Drug Benefits.   
 
[208] This Prescription Drug Benefit has been updated to include the Self Administered 

Specialty Prescription Drug benefit also referenced in footnote 144 above.   
 
[209] This provision included the pre-authorization requirements for the new Self 

Administered Specialty Prescription Drug benefit. 
 
[210] This our the standard copay plan options available for Prescription Drug benefit 

plans. 
 
[211] This would be a Prescription Drug benefit plan available which includes both a 

Deductible and a Copay feature. 
 
[212] This article explains the Prescription Drugs covered under this benefit.  We have 

added some additional items to be included as covered charges under the 
Prescription Drug Benefit.   
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Policy Form GC 5023 (R) – Mail Service Prescription Drugs 
 
[214] This policy form includes the Mail Service Prescription Drug Benefit Plan 

available.   
 
Policy Form GC 5024 (R)-Claim Procedures 
 
[215] This article has been updated to revise our standard Proof of Loss requirement to 

be 12 months. 
 
[216] This items has been added to explain how benefits paid for a Non-

[PPO][Network] provider will be handled.   
 
Policy Form GC 5028 (R) – Coordination with Other Benefits 
 
[225] This provision has been revised to add flexibility in the amount to be as 

determined between The Principal and the provider.    
 
Policy Form GC 5031-1 and GC 5031 SE-1 – Participating Unit Provisions 
 
[217] These pages are used when Participating Units are included.      
 
[217A] This variable will be used for Association cases.  



 1

New Policy Form Number Title Replaced Policy Form 
Number 

GC 5000-2 TITLE PAGE GC 5000-1 
GC 5001-4 TABLE OF CONTENTS GC 5001 (R) 
GC 5002-5 PART I – DEFINITIONS GC 5002 (R) 
GC 5003-4 PART II – POLICY ADMINISTRATION – Section A – 

Contracts 
GC 5003-3 

GC 5003 SE-4 PART II – POLICY ADMINISTRATION – Section A – 
Contracts (Small Employers) 

GC 5003 SE-3 

GC 5004-3 PART II – POLICY ADMINISTRATION –Section B – 
Premium 

GC 5004-2 

GC 5005 (R) PART II – POLICY ADMINISTRATION-Section C – Policy 
Termination 

GC 5005-3 

GC 5005 SE (R) PART II – POLICY ADMINISTRATION-Section C – Policy 
Termination (Small Employers) 

GC 5005 SE-3 

GC 5007 (R) PART III – INDIVIDUAL REQUIREMENTS AND RIGHTS – 
Section B – Effective Dates 

GC 5007-1 

GC 5009 AR (R) PART III – INDIVIDUAL REQUIREMENTS AND RIGHTS - 
Section D – Continuation 

GC 5009 AR-2 

GC 5012 (R) PART IV – BENEFITS – Section A – Medical Expense 
Insurance (General Provisions) 

GC 5012-3  

GC 5014 AR (R) PART IV – BENEFITS – Section A (1) Comprehensive Medical 
Expense Insurance [(PPO)] 

GC 5014-AR-4 

GC 5014 A (R) PART IV – BENEFITS – Section A (2) – Comprehensive 
Medical Expense Insurance [(PPO)] – [Copay] [and] Deductible 
Amount and Out-of-Pocket and Coinsurance  

GC 5014 A 

GC 5014 B (R) PART IV – BENEFITS – Section A (3) – Comprehensive 
Medical Expense Insurance [(PPO)] – Covered Charges 

GC 5014 B 

GC 5014 C AR-2 PART IV – BENEFITS – Section A (4) – Comprehensive 
Medical Expense Insurance [(PPO)] – Mental Health, 
Behavioral, Alcohol or Drug Abuse Treatment Services 

GC 5014 C AR-1 
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GC 5014 D (R) PART IV – BENEFITS – Section A (5) – Comprehensive 

Medical Expense Insurance [(PPO)], - Transplant Services 
GC 5014 D 

GC 5014 E (R) PART IV – BENEFITS – Section A (6) – Comprehensive 
Medical Expense Insurance [(PPO)] – Medical Emergency  

GC 5014 E 

GC 5014 F (R) PART IV – BENEFITS – Section A (7) – Comprehensive 
Medical Expense Insurance [(PPO)] – Wellness Services 

GC 5014 F-2 

GC 5014 G (R) PART IV – BENEFITS – Section A (8) – Comprehensive 
Medical Expense Insurance [(PPO)] – Rehabilitative Services  

GC 5014 G 

GC 5014 H (R) PART IV – BENEFITS – Section A (9) – Comprehensive 
Medical Expense Insurance [(PPO)] – Outpatient X-Ray 
Services; Outpatient Laboratory Services 

GC 5014 H 

GC 5014 HH PART IV – BENEFITS – Section A (9A) – Comprehensive 
Medical Expense Insurance  [(PPO)] – Advanced Imaging 
Services 

New 

GC 5014 I-1 PART IV – BENEFITS – Section A (10) – Comprehensive 
Medical Expense Insurance [(PPO)] – Emergency Room 
Services 

GC 5014 I 

GC 5014 J (R) PART IV – BENEFITS – Section A (11) – Comprehensive 
Medical Expense Insurance [(PPO)] – Home Health Care and 
Home Infusion Therapy Services 

GC 5014 J 

GC 5014 K (R) PART IV – BENEFITS – Section A (12) – Comprehensive 
Medical Expense Insurance [(PPO)] – Durable Medical 
Equipment 

GC 5014 K  

GC 5014 L-1 PART IV – BENEFITS – Section A (13) – Comprehensive 
Medical Expense Insurance [(PPO)] – Prosthetics  

GC 5014 L 

GC 5014 M AR-1 PART IV – BENEFITS – Section A (14) – Comprehensive 
Medical Expense Insurance [(PPO)] – Hospice Care 

GC 5014 M AR 

GC 5014 N (R) PART IV – BENEFITS – Section A (15) – Comprehensive 
Medical Expense Insurance [(PPO)] – Skilled Nursing Facility 
Charges 

GC 5014 N 

GC 5014 O-1 PART IV – BENEFITS – Section A (16) – Comprehensive 
Medical Expense Insurance [(PPO)] – Complementary Medicine 

GC 5014 O 



 3

GC 5014 P AR-1 PART IV – BENEFITS – Section A (17) – Comprehensive 
Medical Expense Insurance [(PPO)] – Extended Benefits 

GC 5014 P AR  

GC 5014 Q AR-2 PART IV – BENEFITS – Section A (18) – Comprehensive 
Medical Expense Insurance [(PPO)] – Limitations 

GC 5014 Q (R) AR 

GC 5014 (HDHP) (R) PART IV – BENEFITS – Section A (1) Comprehensive Medical 
Expense Insurance [(PPO)] 

GC 5014 (HDHP)-1 

GC 5014 A (HDHP) (R) PART IV – BENEFITS – Section A (2) – Comprehensive 
Medical Expense Insurance [(PPO)] –Deductible Amount and 
Out-of-Pocket   

GC 5014 A (HDHP) 

GC 5014 B (HDHP) (R) PART IV – BENEFITS – Section A (3) – Comprehensive 
Medical Expense Insurance [(PPO)] – Covered Charges 

GC 5014 B (HDHP) 

GC 5014 C (HDHP) AR-2 PART IV – BENEFITS – Section A (4) – Comprehensive 
Medical Expense Insurance [(PPO)] – Mental Health, 
Behavioral, Alcohol or Drug Abuse Treatment Services 

GC 5014 C (HDHP) AR-1 

GC 5014 D (HDHP) (R) PART IV – BENEFITS – Section A (5) – Comprehensive 
Medical Expense Insurance [(PPO)], - Transplant Services 

GC 5014 D (HDHP) 

GC 5014 E (HDHP (R) PART IV – BENEFITS – Section A (6) – Comprehensive 
Medical Expense Insurance [(PPO)] – Medical Emergency  

GC 5014 E (HDHP) 

GC 5014 F (HDHP) (R) PART IV – BENEFITS – Section A (7) – Comprehensive 
Medical Expense Insurance[(PPO)] – Wellness Services 

GC 5014 F (HDHP) 

GC 5014 G (HDHP) (R) PART IV – BENEFITS – Section A (8) – Comprehensive 
Medical Expense Insurance [(PPO)] – Rehabilitative Services  

GC 5014 G (HDHP) 

GC 5014 H (HDHP) (R) PART IV – BENEFITS – Section A (9) – Comprehensive 
Medical Expense Insurance [(PPO)] – Outpatient X-Ray 
Services; Outpatient Laboratory Services 

GC 5014 H (HDHP) 

GC 5014 HH (HDHP) PART IV – BENEFITS – Section A (9A) – Comprehensive 
Medical Expense Insurance [(PPO)] – Advanced Imaging 
Services 

New 

GC 5014 I (HDHP)-1 PART IV – BENEFITS – Section A (10) – Comprehensive 
Medical Expense Insurance [(PPO)] – Emergency Room 
Services 

GC 5014 I (HDHP) 
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GC 5014 J (HDHP) (R) PART IV – BENEFITS – Section A (11) – Comprehensive 

Medical Expense Insurance [(PPO)] – Home Health Care and 
Home Infusion Therapy Services 

GC 5014 J (HDHP) 

GC 5014 K (HDHP) (R) PART IV – BENEFITS – Section A (12) – Comprehensive 
Medical Expense Insurance [(PPO)] – Durable Medical 
Equipment 

GC 5014 K (HDHP) 

GC 5014 L (HDHP)-1 PART IV – BENEFITS – Section A (13) – Comprehensive 
Medical Expense Insurance [(PPO)] – Prosthetics  

GC 5014 L (HDHP) 

GC 5014 M (HDHP) AR-1 PART IV – BENEFITS – Section A (14) – Comprehensive 
Medical Expense Insurance [(PPO)] – Hospice Care 

GC 5014 M (HDHP) AR 

GC 5014 N (HDHP) (R) PART IV – BENEFITS – Section A (15) – Comprehensive 
Medical Expense Insurance [(PPO)] – Skilled Nursing Facility 
Charges 

GC 5014 N (HDHP) 

GC 5014 O (HDHP)-1 PART IV – BENEFITS – Section A (16) – Comprehensive 
Medical Expense Insurance [(PPO)] – Complementary Medicine 

GC 5014 O (HDHP) 

GC 5014 P (HDHP) AR-1 PART IV – BENEFITS -  Section A (17) – Comprehensive 
Medical Expense Insurance [(PPO)] – Extended Benefits 

GC 5014 P (HDHP) AR 

GC 5014 Q (HDHP) AR-2 PART IV – BENEFITS – Section A (18) – Comprehensive 
Medical Expense Insurance [(PPO)] – Limitations 

GC 5014 Q (HDHP) (R) 
AR 

GC 5013 AR (R) PART IV – BENEFITS – Section B (1) – Comprehensive 
Medical Expense Insurance (Indemnity) 

GC 5013 AR-3 

GC 5013 A (R) PART IV – BENEFITS – Section B (2) – Comprehensive 
Medical Expense Insurance – Deductible [and Copay] Amounts 

GC 5013 A 

GC 5013 B (R) PART IV – BENEFITS – Section B (3) – Comprehensive 
Medical Expense Insurance – Covered Charges 

GC 5013 B 

GC 5013 C AR-2  PART IV – BENEFITS – Section B (4) – Comprehensive 
Medical Expense Insurance – Mental Health, Behavioral, 
Alcohol or Drug Abuse Treatment Services 

GC 5013 C AR-1 

GC 5013 D (R) PART IV – BENEFITS – Section B (5) – Comprehensive 
Medical Expense Insurance – Transplant Services 

GC 5013 D 

GC 5013 F (R)  PART IV – BENEFITS – Section B (7) – Comprehensive 
Medical Expense Insurance – Wellness Services 

GC 5013 F-1 
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GC 5013 G (R) PART IV – BENEFITS – Section B (8) – Comprehensive 
Medical Expense Insurance – Rehabilitative Services 

GC 5013 G 

GC 5013 H-1 PART IV – BENEFITS – Section B (9) – Comprehensive 
Medical Expense Insurance – Outpatient Laboratory Services 

GC 5013 H 

GC 5013 HH PART IV – BENEFITS – Section B (9A) – Comprehensive 
Medical Expense Insurance – Advanced Imaging Services 

New 

GC 5013 I-1 PART IV – BENEFITS – Section B (10) – Comprehensive 
Medical Expense Insurance – Emergency Room Services 

GC 5013 I 

GC 5013 J (R) PART IV – BENEFITS – Section B (11) – Comprehensive 
Medical Expense Insurance – Home Health Care and Home 
Infusion Therapy Services 

GC 5013 J 

GC 5013 L-1 PART IV – BENEFITS – Section B (13) – Comprehensive 
Medical Expense Insurance – Prosthetics 

GC 5013 L 

GC 5013 N (R) PART IV – BENEFITS – Section B (15) – Comprehensive 
Medical Expense Insurance – Skilled Nursing Facility 
Confinement 

GC 5013 N 

GC 5013 Q AR-2 PART IV – BENEFITS – Section B (18) – Comprehensive 
Medical Expense Insurance – Limitations 

GC 5013 Q (R) AR 

GC 5017 (R) PART IV – BENEFITS – Section B1 (1) – Utilization 
Management Program 

GC 5017-2 

GC 5018 (R)  PART IV – BENEFITS – Section B1 (1A) – Utilization 
Management Program 

GC 5018-2 

GC 5022 (R) PART IV – BENEFITS – Section B1 (2) – Prescription Drugs 
Expense Insurance 

GC 5022-3 

GC 5023 (R) PART IV – BENEFITS – Section B1 (3) – Mail Service 
Prescription Drugs 

GC 5023-3 

GC 5024 (R) PART IV – BENEFITS – Section C – Claim Procedures GC 5024-2 
GC 5028 (R) PART IV – BENEFITS – Section F – Coordination with Other 

Benefits 
GC 5028-2 

GC 5031-1 PART V – Participating Units Provision GC 5031 
GC 5031 SE-1 PART V – Participating Unit Provisions (Small Employer) GC 5031 SE 
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New Booklet Form 
Number 

Title Replaced Booklet Form Number 

   
GH 100 A-4 Title Page GH 100 A-3 
GH 101 (R) Table of Contents GH 101-2 
GH 104 A-5 Summary of Benefits (Indemnity) GH 104 A (R) 

 
GH 104 B-6 Summary of Benefits (PPO) GH 104 B (R) 

 
GH 104 B (HDHP)-3 Summary of Benefits (PPO) (HDHP) GH 104 B (HDHP) (R) 
GH 115 A (MED) (R) How to be Insured – Members GH 115 A (MED)-2 

 
GH 117 D (MED)-1 Uniformed Services Employment and Reemployment 

Rights Act of 1994 (USERRA) 
GH 117 D (MED) 

GH 117 E (MED)  COBRA Continuation Dependent Continuation – Students 
on Medical Leave of Absence 

New 
 

GH 410 (R) Description of Benefits – Payment Provisions GH 410 
GH 411 A (R) Description of Benefits – Covered Charges – PPO GH 411 A 
GH 411 B AR-2 Description of Benefits – Mental Health, Behavioral, 

Alcohol or Drug Abuse Treatment Services 
GH 411 B AR-1 

GH 411 C (R) Description of Benefits – Transplant Services GH 411 C 
GH 411 D (R) Description of Benefits – Medical Emergency GH 411 D 
GH 411 E (R)  Description of Benefits – Wellness Services GH 411 E 

 
GH 411 F (R) Description of Benefits – Rehabilitative Services GH 411 F 
GH 411 G (R) Description of Benefits – Outpatient X-Ray and 

Laboratory Services 
GH 411 G 

GH 411 GG Description of Benefits – Advanced Imaging Services New 
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GH 411 H-1 Description of Benefits – Emergency Room Services GH 411 H 
GH 411 I (R) Description of Benefits – Home Health Care and Home 

Infusion Therapy 
GH 411 I 

GH 411 K-1 Description of Benefits – Prosthetics GH 411 K 
GH 411 M (R) Description of Benefits – Skilled Nursing Facility GH 411 M 
GH 411 O AR-2 Description of Benefits – Limitations GH 411 O (R) AR 
GH 411 A (HDHP) (R) Description of Benefits – Covered Charges GH 411 A (HDHP) 
GH 411 B (HDHP) 
AR-2 

Description of Benefits – Mental Health, Behavioral, 
Alcohol or Drug Abuse Treatment Services 

GH 411 B (HDHP) AR-1 

GH 411 C (HDHP) (R) Description of Benefits – Transplant Services GH 411 C (HDHP) 
GH 411 D (HDHP) (R) Description of Benefits – Medical Emergency GH 411 D (HDHP) 
GH 411 E (HDHP) (R) Description of Benefits – Wellness Services GH 411 E (HDHP) 
GH 411 F (HDHP) (R) Description of Benefits – Rehabilitative Services GH 411 F (HDHP) 
GH 411 G (HDHP) (R) Description of Benefits – Outpatient X-Ray and 

Laboratory Services 
GH 411 G (HDHP) 

GH 411 GG (HDHP) Description of Benefits – Advanced Imaging Services New 
GH 411 H (HDHP)-1 Description of Benefits – Emergency Room Services GH 411 H (HDHP) 
GH 411 I (HDHP) (R) Description of Benefits – Home Health Care and Home 

Infusion Therapy 
GH 411 I (HDHP) 

GH 411 K (HDHP)-1 Description of Benefits – Prosthetics GH 411 K (HDHP) 
GH 411 M (HDHP) (R) Description of Benefits – Skilled Nursing Facility GH 411 M (HDHP) 
GH 411 O (HDHP) 
AR-2 

Description of Benefits – Limitations GH 411 O (HDHP) (R) AR 

GH 412 A (R) Description of Benefits – Covered Charges GH 412 A 
GH 412 B AR-2 Description of Benefits – Mental Health, Behavioral, 

Alcohol or Drug Abuse Treatment Services 
GH 412 B AR-1 

GH 412 C (R) Description of Benefits – Transplant Services GH 412 C 
GH 412 E (R) Description of Benefits – Wellness Services GH 412 D 
GH 412 F (R) Description of Benefits – Rehabilitative Services GH 412 F 
GH 412 G-1 Description of Benefits – Outpatient Laboratory Services GH 412 G 
GH 412 GG Description of Benefits – Advanced Imaging Services New 
GH 412 H-1 Description of Benefits – Emergency Room Services GH 412 H 
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GH 412 I (R) Description of Benefits – Home Health Care and Home 
Infusion Therapy 

GH 412 I 

GH 412 K-1 Description of Benefits – Prosthetics GH 412 K 
GH 412 M (R) Description of Benefits – Skilled Nursing Facility  GH 412 M 
GH 412 O AR-2 Description of Benefits – Limitations GH 412 O (R) AR 
GH 407 CC (R) Utilization Management Program GH 407 CC-2 
GH 432 (R) Description of Benefits – Prescription Drugs GH 432-3 

 
GH 433 (R) Description of Benefits – Mail Service Drugs GH 433-3 

 
GH 146 A (MED) (R) Claims Procedures  GH 146 A (MED)-1 
GH 166 (R) Coordination with Other Benefits GH 166-2 
GH 136 A (MED)-5 Definitions GH 136 A (MED) (R) 
 
 

FORM WITHDRAWAL 
 
GH 103 Your Role in Controlling Health Care Costs 

 
Previously filed and approved on 11-24-97 

 
 

APPLICATION FORM NUMBERS 
 

New Application 
Number 

Title Replaces Application Number 

GP 45697-7 Employer Application for Group Insurance  GP 45697-6 
GP 47645-2 Risk Appraisal Questionnaire GP 47645-1 
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